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this the 
picture you want to prescribe 


for your hypertensive patients? 


Nitranitol’s safe, gradual, prolonged vasodilation 
permits hypertensives to resume more normal lives. 


And ... therapeutic dosages of NITRANITOL can be maintained 
over long periods of time . . . without frequent checkups . . . without 
worry about possible toxic effects. 


Nitranitol is the universally prescribed drug in the management 
of essential hypertension. 


FOR SAFE, GRADUAL, PROLONGED VASODILATION 


. When vasodilation alone is indicated —NITRANITOL. 
eo ioe. 2. When sedation is desired—NITRANITOL with PHE- 
Another product of research by ame NOBARBITAL. 
3. For extra protection against hazards of capillary 
fragility—NITRANITOL with PHENOBARBITAL and 
SINCE 1828 4, When the threat of cardiac failure exists—NITRANITOL 
with PHENOBARBITAL and THEOPHYLLINE. 
. For refractory cases of hypertension — NITRANITOL 
P.V. (Nitranitol, Phenobarbital, Veratrum Alkaloids*) 
* alkavervir 
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Concerning 


(BRAND OF METHALLENESTRIL) 


A NEW PRODUCT 


Clinical evidence indicates that much estrogen therapy is 
accompanied by a high incidence of unfortunate side actions 


such as withdrawal bleeding, nausea and edema. 


G. D. Searle & Co. presents VALLESTRIL 
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as an effective estrogenic substance with a strikingly low incidence 


of these undesirable side effects. 


VALLESTRIL is only available in 3 mg. scored tablets. 
For treatment of the physiologic or artificial menopause —3 mg. 
(one tablet) twice daily for two weeks. Then a maintenance dose of 
one tablet daily for an additional month or longer if symptoms 
require continued administration. 


*Trademark of G. D. Searle & Co. 


SEARLE RESEARCH IN THE SERVICE OF MEDICINE 


2. 
ay GP e January, 1953 1 


Pain and Inf ct | 
Swelling and Engi@rgement Reduced... 


in hemorrhoid and simple 
inflammatory réptal conditions 
with... 


TRADEMARK 


| SUPPOSITORIES 


j 
Standing, time proved therapeutic agents: 


iffe® hydrochloride (10 mg.) — topical anesthetic — 
Pateply, provides prolonged analgesic action 
without irritation. 
N Neo-Synephrine® hydrochloride (5 mg.) — efficient decongestive. 
_ Sulfamylon® hydrochloride (0.2 Gm.) —active against a wide range 


S 


\ of bacteria; relatively nontoxic to cellular tissue. 


Bismuth subgallate and balsam of Peru are incorporated for their 
drying antiseptic and soothing emollient effects. 


R Boxes of 12 suppositories 
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The Treatment of Frostbite 
Gerald H. Pratt, M.D. 


An evaluation of the importance of “cold injury” in civilian 
and military life, with practical suggestions for treatment. 


Modern Management of Inguinal Hernia 
Amos R. Koontz, M.D. 


Techniques of surgical treatment, discussion of factors for 
recurrence and their prevention, plus practical guidance for 
postoperative care. 
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THE PRACTICABLE SOLUTION OF 


A patient on Obedrin Tablets can maintain a f 

restricted diet, in comfort and lose excess weight 

fairly rapidly, without undesirable side effects. 


Each Obedrin Tablet contains: 


SEMOXYDRINE HYDROCHLORIDE, 5 mg. 
(Methamphetamine Hydrochloride) 
Suppresses appetite, elevates mood. 


THIAMINE HYDROCHLORIDE, 0.5 mg.; 

RIBOFLAVIN, 1 mg.; NIACIN, 5 mg. 
Dose of these essential vitamins is adequate / 
to supplement the 60-10-70 Diet, yet low enough “2 
to prevent stimulation of appetite. : 


ASCORBIC ACID, 100 mg. 
A large dose, to help mobilize tissue fluids, so 
often a problem in obese patients. 


PENTOBARBITAL, 20 mg. 

To avoid excitation and insom- 

nia; counteracts undesirable 

cerebral stimulation of metham- 
hetamine. Does not diminish 
anorexigenic action of 

methamphetamine. 


A cemplimentary pad of 60-10-70 
Basic Diet Sheets and a trial 
supply of Obedrin sent to phy- : 210 
sicians on request. 200 


AND THE 
/ S.EMassengill / 60-10-70 BASIC DIET 


BRISTOL, TENNESSEE 
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Planned families result in healthier 
children. In these psychologically dis- 
turbing days correct information on 
family spacing is the right, the obliga- 
tion of all . . . and only the physician 
can properly advise. Build a close re- 
lationship between yourself and your 

patients, by using the 


tested Koromex plan.* 


* We'll be happy to send 
literature on request. 


A CHOICE OF PHYSICIANS 


MERLE L. YOUNGS, PRESIDENT. 
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Cardalin tablets rapidly produce therapeutic effects comparable 
to the intravenous or rectal administration of aminophylline. 


ardalin 


PATENT PENDING 


for the cardiac patient 


for the asthmatic patient 


DECATUR, ILLINOIS 


ora | provides 5 grains of aminophylline per 
dose .. . the highest concentration sup- 
plied for oral administration. For the 
first time, Cardalin provides two 
synergistic protective factors (Aluminum 
Hydroxide and Ethyl Aminobenzoate) 
to counteract the nausea and local gas- 
tric irritation that usually accompany 
high, oral aminophylline dosage. 
Each Cardalin tablet contains: 
Aminophylline ......... 
Aluminum Hydroxide . 
Ethyl Aminobenzoate ........... 0.5 gr. 
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MEMO FROM THE 


MANAGING PUBLISHER 


Tue American Academy of General Practice is unique 
among medical organizations in its membership requirement 
for sustained postgraduate training. A member who fails to 
complete 150 hours of medical study every three years is 
dropped from membership. (And members really are drop- 
ped for failure to keep up, as our records will attest!) 

One result of our demand for keeping up, plus our feeling 
that our readers will be interested in knowing how much 
they retain from their journal reading, appears in this issue. 
It’s a quiz, based on material that has appeared in scientific 
articles in this magazine during the past six months. 

Questions are of the multiple-choice type. They cover 
a wide range of subjects, having been selected by our 
medical editors as illustrative both of GP’s content and cur- 
rent scientific interest. 

If you can roll up a score of 100, you’re mighty good! Par 
for the course is 75, but if you sink to 50 per cent or below, 
better take a few months off and go back to school! 

We gave our quiz a trial run to some voluntary guinea 
pigs, with scores ranging from 50 per cent to perfect. The 
subjects included students, interns, residents, and practition- 
ers. It’s significant, we think, that practitioners definitely 
made out best. 

Here are the specific results: Students missed, on the 
average 16.66 of the questions asked; interns missed 15; 
residents missed 12.85; practicing physicians missed only 
9.85. Seems to bear out that the more education and experi- 
ence, the more you really do know—or the longer you retain 
what you read. 

After you try it, we’d like to get your reactions to this 
particular quiz, and to the idea in general. Quizzing has 
become the great American pastime, in all types of media. 
We don’t want to seem to be following the herd; we aren’t 
trying merely to entertain, and we don’t offer any prizes. 
Our interest remains purely educational. We want our 
membership to keep abreast of the latest in medical knowl- 
edge, just as we try to present the latest and soundest 
medical material in our columns. 

So let us hear from you—tell us if you like this innovation 
and want to see it continued, or if you feel it’s a waste of 
space and should be dropped. Personally, we think it would 
be well to run such a memory teaser every six months, with 
questions based on material taken from scientific articles 
in the preceding volume of GP. Our notion is that this would 
be a reader service in the best tradition of the Academy, and 
that by means of it the membership would be stimulated to 
undertake additional study even beyond the official post- 
graduate requirement. 

But, a big round zero to the one who peeks! 


—M.F.C, 
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Clinicians are reporting on 


NEO-PENIL* 


... the new, long-acting derivative of penicillin 


... about its ability to concentrate in the lung: 


‘... concentrations of this drug in the lungs after intramuscular injection are 
five to ten times higher than those of benzylpenicillin [penicillin G].""! 


... about its ability to concentrate in sputum: 


““Neo-Penil gave rise to significantly higher concentrations of penicillin 
in bronchial secretions than did procaine penicillin . . .’”? 


... about its effectiveness in bronchopulmonary disease: 


“Our own evidence would indicate that it is a more effective form of penicillin 
in patients with chronic pulmonary emphysema and bronchopulmonary infection.’’ 


“This compound appeared to have a unique value in respiratory infections due 
to gram-positive bacteria.””! 


Bibliography: 1. Barach, A.L., et al.: Bull. New York Acad. Med. 28:353 (June) 1952. 
2. Flippin, H.F., et al.: Report distributed at the Chicago Session of the A.M.A. (June) 1952. 
3. Segal, M.S., et al.: GP, in press. 


‘Neo-Penil’ is available at retail pharmacies, in single-dose, silicone-treated vials 
of 500,000 units. Full information about ‘Neo-Penil’ accompanies each vial, 
or may be obtained by writing to: 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for penethamate hydriodide, S.K.F. 
(penicillin G diethylaminoethyl ester hydriodide) Patent Applied For 
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1953 SIGNIFICANT EVENTS 


New Year Brings 
Changed Atmosphere 


Magnuson Commission 
Outlines Problems 


Proposals Reflect 
Academy Statements 


> Medicine's year ended on a quiet note. As in the business 
and professional world generally, events took a new direc-— 
tion after the fourth day of November. A changed atmosphere 
was Clearly apparent. 


But, problems aplenty pressed for attention. There was no 
room for complacency (as pointed out in the editorial col- 
umns of last month’s,GP). As medical men reflected on the 
state of their profession at the end of one era and the be- 
ginning of another, they were made vividly aware that a vast 
change had taken place in the two decades just passed. 


A profound revolution has taken place in medicine since 
1932. If it were possible to describe the change in a single 
sentence, one can be sure it would contain the word 
"social." Because, though enormous scientific and technical 
advancement has taken place, the emphasis upon social eco- 
nomics in medicine which developed during this dynamic 
period is both new and revolutionary. New words in the pro- 
fessional argot illustrate new interests: "public rela- 
tions," "prepayment," "organized medicine," "surgical plan," 
"Blue Cross," "medically indigent," "health center"; none 
of these were current in medical parlance twenty years ago. 


> The long-awaited 
Health Needs, released on December 18, conveniently outlined 
the problems currently confronting medicine. And, ina 
sense it marked the completion of an historic era in medi- 
cine. Incidentally, it must have embarrassed those who 
querulously anticipated the report and promptly heaped scorn 
on the Magnuson Commission as "politically inspired." There 
is singularly little in the completed report which organized 
medicine can tenably criticize. 


The Commission's report conspicuously avoids discussion of 
compulsory insurance such as proposed by the Truman-Ewing 
Administration. Instead, it advocates voluntary insurance 
with government paying premiums for those who cannot afford 
fees-—for-service or insurance payments. Total cost of the 
joint Federal-state program is estimated at $1.7 billion. 
Only three points of serious contention appear: Implied 
superiority of group vs. solo practice, the recommendation 
that Social Security funds be used to pay medical insurance 
premiums for beneficiaries of Old Age and Survivors' Insur- 
ance, and Federal aid to medical education. 


>» As predicted here last month, most of the recommendations 
pertaining to general practice sound as though they were 
copied from the Academy's statements of policy. In speaking 
of the important role of the general practitioner, the re- 
port states, "His may well be the greatest personal satis-— 
faction of any professional group." 
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Delegates Hear Plea 
for General Practice 


Veterans Care Is 
Principal Issue 


"Everyone should have a personal physician," says the Com 
mission in the third of its ten basic principles. Its . 
fourth basic tenet is that, "The physician should have af- 
filiation on some basis with a hospital." The Commission 
even points out the inherent evil in the fact that "the 
specialist's fee for a surgical procedure is usually many * 
times greater than that of the general physician referring 
the patient." 


> Just two weeks before release of the report, AMA President 
Louis Bauer was telling the House of Delegates at its in- 
terim session in Denver that, "The best specialist is one 
who has a background of general practice." He urged less 
emphasis upon specialization in early medical training. 


health. 


> Medical care of veterans with nonservice connected dis- 
abilities occupied chief attention at last month's AMA 
meeting. Dr. Norman Booher, Secretary of the Indiana Acad- 

emy and Vice-Chairman of the American Legion's Rehabilita- 

tion Commission, played a leading role in the sharp con- 

troversy which arose over the Board of Trustees' recommen- 

dation that treatment of nonservice connected cases be 

stopped immediately, with exceptions for tuberculosis and a 
neuropsychiatric patients. The House narrowly acceded to 

the pleas of the Legion and VA that this recommendation be 

tabled and further study be undertaken. 


Considerable interest centered on a special report on in- 
ternships submitted by al committee which included Academy 
President-Elect U. R. Bryner. In adopting the report the 
House took steps to reduce the number of internships with 
the recommendation that young practitioners be appointed by 
hospitals to perform some staff functions formerly the 
duties of interns. 


The AMA House created a committee to study relationships 
with osteopaths. It also voted to continue the $100 incen- 
tive pay for medical officers, recommended revision in the 
doctor-—draft law to lower physical requirements, and urged 
county societies to set up plans for care of the indigent. 
Left hanging fire were the questions of what to do about 
care of nonservice-connected disabilities in veterans and 
care of servicemen’s dependents. These two questions promise 
to occupy organized medicine’s chief attention during 1953. 


Happy New Year, 


’ 

The AMA modified a stand of many yeurs to urge a Federal — 

cabinet post for health without demanding it be headed by a = 

physician. The Magnuson report contains recommendations for i 
a Department of Health and Security. Two physician members ee 
of the Commission specifically urged it be restricted to 7 
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M&R Pediatric Research 
Conferences 


A continuing examination of current research in specific fields of pediatric interest 


1. Megaloblastic Anemia 
Current Status of Folic Acid and Vitamins B,. and C 


2. Retrolental Fibroplasia 
3. Carbohydrate Metabolism 


he purpose of the M & R Pediatric Research 

Conferences, as expressed in the first Con- 
ference Report, is to assist in the correlation of 
the latest research information on_ specific 
topics of general interest in the care of infants 
and children, and to stimulate further re- 
search by exchange of information. These ob- 
jectives arose from the original aim of the 
Conferences, which was to keep the scientific 
staff of M & R Laboratories abreast of latest 
developments in pediatric research. The range 
of subject matter is reflected in the titles of the 
first five Conferences. 

The first of the Conferences was held on 
November 16, 1950; and so enthusiastic has 
been the response during the past two years, in 
terms of participation and general interest, that 
M & R plans to continue its sponsorship in- 
definitely as a long-term program. 

The Fourth Conference dealt with calcium- 
phosphorus metabolism and included discussions 
of the most recent authoritative thinking on 
such vital and timely subjects as: effect of diet- 
ary calcium and phosphorus in newborn in- 


Pulmonary Hyaline Membranes (in press) 


Calcium and Phosphorus Metabolism 


fants; actions of vitamin D and related sterols; 
renal excretion of phosphate in newborn in- 
fants; effect of parathyroid hormone on renal 
phosphate excretion ; effects of estrogens, andro- 
gens and administration of strontium; and 
effects of immobilization. The Fourth Confer- 
ence Report is now available to physicians who 
can obtain it by writing to M & R Laboratories, 


Columbus 16, Ohio. 


M & R Laboratories, Columbus 16, Ohio 


Gentlemen: Please send me the Report of the Fourth 


M & R Pediatric Conference, ‘‘Calcium-Phosphorus 

Metabolism.” 

Name M.D. 

Please Print 

Street Address. 

City. Zone State 

Practice — please indicate: 

General Specialty 
Intern Resident 
B 
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State Chapter Presidents and Secretaries 


Alabama. President: ARTHUR F. WiLkERSON, Jr., M.D.. 
Wilkerson Clinic, Marion; Secretary-treasurer: W. A. 
Dozier, Jr., 17 Molton Street, Montgomery 


Arizona. President: Donatp E. Netson, M.D., 503 Fifth 
Avenue, Safford; Secretary-treasurer: KENNETH HeErssT, 
M.D., 8625 North Why Worry Lane, Phoenix 


Arkansas. President: Harry E. Murry, M.D., 320 East 
Fifth Street, Texarkana; Secretary-treasurer: C. Ran- 
DOLPH Exus, M.D., 635 South Main, Malvern 


California. President: Francis T. Hopces, M.D., 2299-19th 
Avenue, San Francisco; Secretary-treasurer: ANTONIO J. 
Franzi, M.D., 3147 Mission St., San Francisco; Executive 
Secretary: Witutiam W. Rocers, 450 Mission Street, San 
Francisco 


Colorado. President: Lawrence Buchanan, M.D., Wray; 
Secretary: R. M. Maui, M.D., 2704 West 32nd Avenue, 
Denver; Treasurer: THomas E. Best, M.D., 3705 East 
Colfax, Denver 


Connecticut. President: Epwis R. Connors, M.D., 416 
Boston Avenue, Bridgeport; Secretary-treasurer: PETER J. 
ScararRELLo, M.D., 410 Asylum Street, Hartford 


Delaware. President: S. W. BartosHesky, M.D., 830 Spruce, 
Wilmington; Secretary: Marsorie E. Conran, M.D., 519 
Philadelphia Pike, Wilmington; Treasurer: Rosert S. 
SwEHERMAN, M.D., 915 Washington, Wilmington 


D.C. President: S. A. THomas, M.D., 4301 48th St., N. W., 
Washington; Secretary-treasurer: Maurice J. Kossow, 
M.D., 3718 Calvert St. N. W., Washington 


Florida. President: Edward F. Shaver, M.D., Tampa Thea- 
tre Bldg., Tampa; Secretary-treasurer: Frank T. Linz, 
M.D., 442 West Lafayette St., Tampa 


Georgia. President: Perer Hyprick, M.D., College Park; 
Secretary-treasurer: Maurice F. Arnotp, M.D., Hawkins- 
ville 


Idaho. President: W. R. West, M.D., 213 Rogers Building, 
Idaho Falls; Secretary-treasurer: Watrer G. Hoce, 
M.D. Medical Dental Bldg., Blackfoot 
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Minois. President: W. H. Watron, M.D., 109 S. High 
Street, Belleville; Treasurer: Cart G. SacuTieBen, M.D., 
7905 Cottage Grove, Chicago 19; Executive Secretary: 
H. Marcumont-Rosinson, M.D., 14 East Jackson Blvd., 
Chicago 


Indiana. President: Russet J. Spivey, M.D., 2616 N. Penn- 
sylvania St., Indianapolis; Secretary-treasurer: NORMAN 
R. Boouer, M.D., 447 East Maple Road, Indianapolis 


lowa. President: JosepH G. Fettows, M.D., 405% Douglas 
Ave., Ames; Secretary-treasurer: Witutam M. Sprout, 
M.D., 912 Equitable Bldg., Des Moines 9; Executive- 
Secretary: Mrs. Euizaseru B. Netson, 3600 Franklin Ave., 
Des Moines 10 


Kansas. President: Atpert C. Harms, M.D., 905 North 
Seventh Street, Kansas City, Secretary-treasurer: GERHART 
Tonn, M.D., 505 North Hillside, Wichita; Executive 
Secretary: Mr. Gene Witcox, 406 State Bank Building, 
Winfield 


Kentucky. President: Joe M. Busu, M.D., Redmond Bldg., 
Mt. Sterling; Secretary-treasurer: D.G. Mitter, Jr., M.D., 
Morgantown 


Louisiana. President: Etprepce L. M.D., Columbia: 
Secretary: Jason C. Sanpers, M.D., 3218 Line Ave., 
Shreveport; Treasurer: Epwin R. Guipry, M.D., 1343 
Annunciation St., New Orleans 


Maine. President: Cirype I. Swetrr, M.D., 18 Sherman St., 
Island Falls; Secretary-treasurer: Georce W. Loewen- 
stein, M.D., Dark Harbor, Islesboro Island 


Maryland. President: Harotp Pitummer, M.D., P. O. Box 
95, Preston; Secretary-treasurer: NATHAN E. NEEDLE, 
M.D., 4215 Park Heights Ave., Baltimore 


Massachusetts. President: James G. Simmons, M.D., 30 Myr- 
tle Ave., Fitchburg; Corresponding Secretary: R. 
ApeLaipe Draper, M.D., 1107 Washington St., Dor- 
chester; Treasurer: Danie, M. Rocers, M.D., 2 Cherry 
Street, Wenham 


Michigan. President: Freperick E. Lucer, M.D., 303 North 
Jefferson Ave., Saginaw; Secretary-treasurer: Russet F. 
Fenton, M.D., 15125 Grand River Ave., Detroit 27 

(Continued on page 13) 
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(Continued from page 11) 
Minnesota. President: CHartes C. Cooper, M.D., 322 Hamm 
Bldg., St. Paul; Secretary-treasurer: RoBerT RICHARDSON, 
M.D., 2395 University Avenue, St. Paul; Executive Secre- 
tary: James A. Brake, M.D., 15—9th Ave. South, Hopkins 


Mississippi. President: Gus A. Rusx, Jr., M.D., 2208 11th 
Street, Meridian; Secretary-treasurer: Wituiam E. Lor- 
TERHOS, M.D., Box 1435, Jackson 


Missouri. President: W. Kennetu Giover, M.D., South Side 
of Square, Mt. Vernon; Secretary-treasurer: P. V, 
Stecet, M.D., Bothwell, Memorial Hospital, Sedalia 


Montana. President: J. A. Murtter, M.D., 407 Montana 
Building, Lewistown; Secretary-treasurer: Rosert H. 
Leeps, M.D., Chinook 


Nebraska. President: Joun A. Brown, M.D., 412 Lincoln 
Liberty Life Bldg., Lincoln; Secretary-treasurer: W. E. 
Huncerrorb, M.D., 1904 Spencer Street, Omaha 


Nevada. President: H. E. Betnap, M.D., 1129 D St., Sparks; 
Secretary-treasurer: C. Davin Lamsirp, M.D., 201-15th 
Street, Sparks 


New Hampshire. President: AtrreD D. Mixnacuik, M.D., 
Northwood Narrows; Secretary-treasurer: Wiuuam F. 
Putnam, M.D., Lyme 


New Jersey. President: Epwin Rosner, M.D., 814 Haddon 
Avenue, Collingswood; Secretary-treasurer: ARTHUR P. 
Trewuetta, M.D., 376 Fairmount Ave., Jersey City 


New Mexico. President: Ear: Matone, M.D., 302 West 
Tilden, Roswell; Secretary-treasurer: W. D. SepGwick, 
M.D., 122 West Hadley, Las Cruces 


New York. President: Firoyp C. Bratt, M.D., 833 South 
Avenue, Rochester 20; Secretary-treasurer: RayMonp S. 
McKeesy, M.D., 84 Main Street, Binghamton 


North Carolina. President: AMos N. Jounson, M.D., Garland; 
Secretary-treasurer: JoHN R. Benner, M.D., Nissen 
Building, Winston-Salem 


North Dakota. President: None reported as of December 
5, 1952; Acting Secretary: Ira D. Ctarx, M.D., 
Casselton 


Ohio. President: Tuomas E. Rarpin, M.D., 2112 Arlington 
Avenue, Columbus 12; Secretary-treasurer: Eart D. 
McCatuster, M.D., 1113 Bryden Road, Columbus 5 


Oklahoma. President: E. A. McGrew, M.D., Beaver; Secre- 
tary-treasurer: WarREN B. Poote, M.D., 2025 N. W. 
12th St., Oklahoma City 


Oregon. President: Verne L. Apams, M.D., 819 Medical 
Center Bldg., Eugene; Secretary-treasurer: Ropert C. 
Knort, M.D., 832 Medical Center Bldg., Eugene 


Pennsylvania. President: ANTHONY T. Merski, M.D., 911 
East Avenue, Erie; Secretary-treasurer: Horace W. 
Esupacu, M.D., 3814 Crest Road, Drexel Hill 


Rhode Island. President: Ricuarp J. Kraemer, M.D., 2907 
Post Road, Greenwood 


South Carolina. President: H. Speisseccer, M.D., 
100 Rutledge Ave., Charleston; Secretary-treasurer: 
Horace M. Wurrworth, M.D., 301 E. Coffee St., Greenville 


South Dakota. President: ARTHUR P. Repinc, M.D., Marion; 
Secretary-treasurer: Joun A. Kirretson, M.D., 204 Boyce- 
Greeley Bldg., Sioux Falls 


Tennessee. President: C. B. Roberts, M.D., Box 87 Sparta; 
Secretary-treasurer: D. J. Jouns, M.D., 313 Bennie- 
Dillon Bldg., Nashville 


Texas. President: Cuester U. Cattan, M.D., Box 488, Rotan; 
Secretary-treasurer: Woopson W. Harris, M.D., 1410 
Nickerson Street, Austin 


Utah. President: Eart F. Wicut, M.D., 607 Judge Building, 
Salt Lake City; Secretary-treasurer: JOHN PoULSON 
Hunter, M.D., 3007 Highland Dr., Salt Lake City 


Vermont. President: Harry M. Rowe, M.D., 28 Main Street, 
Wells River; Secretary: Currorp B. Harwoop, M.D., 
Manchester Center; Treasurer: Donatp L. Basuaw, M.D., 
Wallingford 


Virginia. President: Eowarp E. Happocx, M.D., 1133 W. 
Franklin, Richmond; Secretary: W. Linwoop Bat, M.D., 
714 North Boulevard, Richmond 20; Treasurer: CiirForD 
R. Trrus, M.D., P.O. Box #376, Bedford; Executive 
Secretary: (Mrs.) Heten M. Setter, 1105 West Franklin, 
Richmond 20 


Washington. President: Joun E. Ganrincer, M.D., Medical 
Arts Building, Wenatchee; Secretary-Treasurer: ROBERT 
McC. O’Brien, M.D., Medical Center Building, Spokane 


West Virginia. President: Cart B. Haut, M.D., 1601 W. 
Washington, Charleston; Secretary-treasurer: HALVARD 
Wancer, M.D., Box 175, Shepherdstown 


Wisconsin. President: JEROME WALTER Fons, M.D., Southgate, 
3333 S. 27, Milwaukee; Secretary-treasurer: Rosert F. 
Purtett, M.D., 758 North 27th St., Milwaukee 8 


Wyoming. President: Ext Cuester Ripceway, M.D., Cody 
Clinic, 1301 Rumsey Ave., Cody; Secretary-treasurer: 
Wuarp H. Pennoyer, M.D., 314 Hynds Building, 
Cheyenne 


Hawaii. President: A. Leste Vasconcettos, M.D., 1286 
Queen Emma St., Honolulu; Secretary: Atvin V. Masoska, 
M.D., Young Hotel Building, Honolulu; Treasurer: 
Martin H. Licuter, M.D., Young Hotel Building, 
Honolulu 
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Make your Hotel Reservations earl ly 


1953 Scientific Assembly 


AMERICAN ACADEMY OF GENERAL PRACTICE 


The Academy returns to St. Louis in 1953 
with the biggest anticipated registration in its 
history—but with no increase in the number 
of available hotel rooms. This means that the 
physician who makes his reservation early 


will have first choice on the best rooms in the 
better hotels. 


For the finest program yet offered at any 
Annual Assembly... 


By all means come to St. 


wasmincron 
univensiny 


/ 
CLAMDGE HOTEL 
The St Lours Auditorium 
ts only three blocks trom 
the Umon Depot and within 
easy walking distance of a large 
number of St Louis’ best hotels. It 
S$ can be conveniently reached by 
a7 0) surface cors, bus lines and service 
cars, and there ae ample parking 


focilnes adjacent to it 


WOTEL 


stare 


-..-BUT REMEMBER — 


® Assignment of rooms will be made in the order re- 
ceived. 


® All assignments will be through the St. Louis Hotel 
Bureau. 


® No “headquarters” hotel—Academy headquarters 
will be at Kiel Auditorium. 


® Delegates and distinguished guests may specify the 
Statler. 


® State officers and delegates must make their own 
reservations. 


® Be sure to indicate definite arrival and departure 
time, also names of room occupants. 


® Assembly registration begins at 9:00 A.M. Monday, 
March 23. Meeting ends at noon, March 26. 


USE THIS CONVENIENT 
HOTEL RESERVATION FORM 
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APPLICATION FOR HOUSING ACCOMMODATIONS 


AMERICAN ACADEMY OF 


ST. LOUIS, MISSOURI MARCH 23-26, 1953 
GENERAL PRACTICE 


For your convenience in making hotel reservations for the coming meeting of the AMERICAN ACADEMY 
OF GENERAL PRACTICE ON MARCH 23-26, 1953 in St. Louis, hotels and their rates are listed below. 
Use the form at the bottom of this page, indicating your first, second and third choice. Because of the 
limited number of single rooms available, you will stand a much better chance of securing accommodations 
of your choice if your request calls for rooms to be occupied by two or more persons. All reservations must 
be cleared through the housing bureau. ALL REQUESTS FOR RESERVATIONS MUST GIVE DEFI- 
NITE DATE AND HOUR OF ARRIVAL AS WELL AS DEFINITE DATE AND APPROXIMATE 
HOUR OF DEPARTURE, ALSO NAMES AND ADDRESSES OF ALL PERSONS WHO WILL OC- 
CUPY RESERVATIONS REQUESTED MUST BE INCLUDED. 


*ST. LOUIS HOTEL ROOM RATES 
Rooms for Two a Rooms for Two 
Singles Doubles Twins 2-Room Suites Singles Doubles Twins 2-Room Suites 
American $3.75- 4.50 $5.25- 6.50 $6.50- 7.50 Majestic... ... $4.00- 6.00 $6.00- 8.00 $7.00-10.00 
Baltimore... 4.00- 6.00 5.50- 7.50 6.50- 7.50 Mark Twain 4.50- 7.00 6.50- 9.00 9.00-10.50 $15.50 & Up 
5.50- 7.00 7.00- 8.00 $10.00-12.00 Mayfair 5.00-10.00 6.50-12.00 8.50-12.00 14.50 & Up 
9.00-12.00 9.00-15.00 16.00 & Up McKinley_... 2.25- 3.50 4.00- 5.00 5.50- 6.50 
6.50- 8.50 7. 50 16.00 & Up Melbourne 4.50- 8.50 6.50- 9.00 9.00-11.50 14.00-18.00 
12.00-20.00 7.00-11.00 11.00-14.00 11.00-16.00 16.00 & Up 
50-10. 00 12.50-15.00 4.50- 8.50 6.50-10.50 7.50-10.50 
Fairgrounds : . . . 5 . Sheraton 5.85-10.00 9.00-13.00 11.00-13.00 12.00-24.00 
Fairmont . Statler... (5.00-10.00 7.50-12.00 9.00-13.00 28.00-29.00 
Forest Park ' . j : : 00 10.00-16.00 No Rooms available. Reserved for Delegates and 
5. ‘ 50 10.00-16.00 Distinguished Guests. 
Geo. Washington... 3. . é Warwick. 3.00- 4.50 4.50- 6.00 6.50 
Jefferson._____....... t : 21.00 & Up 3.50- 5.00 6.00- 7.50 7.50 8.50 


Kings Way... —" 5.00- 7.25 8.50 9.00-12.50 *The above quoted rates are existing rates but are, of course, subject to any 
Lennox - .UU- 2. 6.50-10.00 7.00-11.00 16.50 & Up change which may be made in the future. 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO: FEBRUARY 23, 1953 


Hotels Convention Reservation Bureau, A.A.G.P. 
Room 406—911 Locust St. 
St. Louis 1, Missouri 


Please reserve the following accommodations for the: AMERICAN ACADEMY OF GENERAL PRACTICE IN ST. LOUIS, MISSOURI ON 
MARCH 23 TO 26, 1953 


Single Room Double Bedded Room Twin Bedded Room 
2 Room Suite... Other Type of Room 
Rate: From $ a j First Choice Hotel 
Arriving at Hotel (date) J P.M. Leaving (date)... 
hour A.M 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin 
bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms 
asked for: 


(Individual Requesting Reservations) 


Name 


If the hotels of your choice are unable to accept your reservation 
the Hotels Convention Reservation Bureau will make as good a 
Address reservation as possible elsewhere providing that all hotel rooms 
City and State available have not already been taken. 


Company 
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diarrhea 


has no seasonal bounds 


STREPTOMAGMA produces prompt and 
complete remission in bacterial diarrheas. 


This modern anti-diarrhetic combines 

Dihydrostreptomycin, for its potent 

bacteriostatic action, particularly against 

diarrhea-causing coliform organisms; 

Pectin, for its demulcent and hydrophilic 

effect; Kaolin, for tremendous adsorptive 

power; and Alumina Gel. . . itself a potent 

adsorptive . . . soothing, protective ¥ 
suspending agent. 


Supplied: Bottles of 3 fluidounces. 
For a clinical sample, just write to 
Wyeth, Philadeiphia 2, Pa. 


DIHYDROSTREPTOMYCIN SULFATE AND PECTIN 
WITH KAOLIN IN ALUMINA GEL 


Wijeth 


® 
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Chis Month’s Authors 


S. Charles Freed, M.D., 


is research associate with the Harold Brunn Institute, San Francisco, California. Adjunct in 
Medicine at the Mount Zion Hospital, San Francisco, he was formerly a consultant in Endo- 
crinology to the Council on Pharmacy and Chemistry of the American Medical Association. 
He has authored and co-authored more than seventy papers on clinical and laboratory re- 
searches in endocrinology and metabolism. Dr. Freed, co-author with Dr. W. S. Kroger of a 
text entitled Psychosomatic Gynecology, was graduated from the University of California Medical 
School, San Francisco. 


Amos R. Koontz, M.D., 


assistant professor of surgery at Johns Hopkins University School of Medicine, Baltimore, 
recently returned from traveling in Europe where he attended the meeting of the International 
a Society of Surgery in Paris in September; Dr. Koontz was one of the guest speakers. Last 
summer he visited surgical clinics in South America, and gave talks at three of them. In World 
Wars I and II, he served overseas with the Johns Hopkins Unit. Dr. Koontz received his M.D. 
degree from Johns Hopkins, and in 1950 was awarded the honorary Doctor of Science degree 
by the College of William and Mary, Williamsburg, Virginia. 


Gerald H. Pratt, M.D., 


is associate clinical professor of surgery, New York University College of Medicine, and chief 
of the Vascular Clinic and attending surgeon at St. Vincent’s Hospital, and at St. Clare’s 
Hospital, New York. Dr. Pratt, who was graduated from the State University of Iowa College 
of Medicine, Iowa City, is consultant in cardiovascular surgery to the United States Navy and 
to several New Jersey and Long Island Hospitals. He is the author of Surgical Management of 
Vascular Diseases, published in 1949; a second book on cardiovascular surgery is now in press. 
He is active in research, and active as a writer and speaker. 


Maurice Segal, M.D., 


director of the Department of Inhalational Therapy at Boston City Hospital, is clinical pro- 
fessor of medicine at Tufts College Medical School, Boston. Author of The Management of the 
Patient with Severe Bronchial Asthma, he has just recently completed a text on emphysema 
which will be published in the near future. Dr. Segal’s research activities center about the 
investigation of therapeutic procedures and agents to maintain pulmonary function. His co- 
author of the article appearing in this issue is Dr. Mauricio J. Dulfano. 


Bernard J. Walsh, M.D., 


associate clinical professor of medicine at Georgetown Medical School, Washington, D.C., 
received his M.D. degree from this school in 1934. Dr. Walsh is a cardiologist at Children’s 
Hospital, Washington, and cardiologist for the Bureau of Maternal and Child Welfare, District 
of Columbia Health Department. From 1935-37, he was a medical resident, Gallinger Hos- 
pital, and from 1937-40, he was a resident in cardiology, House of the Good Samaritan, 
Boston. Dr. Walsh was also a graduate assistant in Medicine (Cardiology), Massachusetts 
General Hospital, Boston, from 1938-40. 
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in functional (5 
distress 


though findings are negative, patients remain positive of their many symp- 
toms — belching, flatulence, nausea, indigestion and constipation. 


prompt and effective relief 


can be given most of these patients by prescribing Decholin /Belladonna for 
alleviating spasm and stimulating liver function. 


reliable spasmolysis 


The belladonna component of Decholin/Belladonna effectively relieves 
pain due to spasm and incoordinate peristalsis, and facilitates biliary and 
pancreatic drainage through relaxation of the sphincter of Oddi. 


improved liver function 


Dehydrocholic acid (Decholin), the most powerful hydrocholeretic known, 
increases bile flow, flushes the biliary tract with thin fluid bile and provides 
mild laxation without catharsis. 


DOSAGE 
One or, if necessary, two Decholin/Belladonna Tab- 
lets three times daily. 

COMPOSITION 

Each tablet of Decholin/Belladonna contains Decholin 
(brand of dehydrocholic acid) 3% gr., and ext.. of 
belladonna, '/g gr. (equivalent to tincture of bella- 
donna, 7 minims). Bottles of 100. 


DB-t 
AMES compPaANY, INC - ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
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something special in 


CORICIDIN 


for symptomatic relief 
in the common cold 


CorIcipIN produces quick suppression of cold symptoms because it 


contains chlorprophenpyridamine maleate, the most potent antihistamine 


- 
| 


available. Best results are obtained when Coricipin is taken early, 


but even in later stages considerable comfort is afforded. 


CORICIDIN tabla 


Each Coricipin® Tablet contains 2 mg. chlorprophenpyridamine maleate and 
the standard APC combination (Acetylsalicylic Acid 0.23 Gm., Acetophenetidin 0.15 Gm., 
Caffein 0.03 Gm.). 


CORPORATION-BLOOMFIELD, NEW JERSEY 


IN CANADA: SCHERING CORPORATION, LTD., MONTREAL 
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Presents 


A New Advance 


in Sulfonamide Safety ... 


BRAND OF SULFADIMETINE 


Double scored 0.5 Gm. 


tablets. Remarkably low incidence of side effects — less than 5% 
Bottles of 100 and 1000. 


en Lowest acetylation yet reported — less than 10% in blood 


per 4 cc.), microcrystalline 

evepension in strewberry- Adequate solubility — alkalis not needed 
flavored vehicle. 

Bottles of 16 fluidounces. 


Renal complications rare 


High, sustained blood levels 


WIDE ANTIBACTERIAL SPECTRUM 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. 
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Yours Cruly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


The “New Blood” Is Good Blood 
Dear Sir: 

I am a senior medical student at the University of Oregon, 
planning to go into general practice. Our spring vacation 
coincides with the time of your Fifth Annual Assembly. I 
would very much like to attend these sessions. Would it be 
possible for me to do so as a student-observer? 

I realize facilities in St. Louis will be greatly overcrowded. 
However, I believe this sort of experience would be highly 
desirable to students interested in general practice. 

Rosert I. DAUGHERTY 
Portland, Oregon 


We hastened to assure Student Daugherty of a hearty wel- 
come to the St. Louis meeting—adding that the Academy pays 
the registration fee for all students, as well as residents, interns, 
and nurses. We believe these Assembly programs to be so funda- 
mental and comprehensive as to offer Tomorrow’s physician, as 
well as Today’s active practitioner, a wealth of practical 
knowledge.—PuBLISHER 


Air Force to Academy 


Dear Sir: 

I have recently resumed practice in McComb after two 
years’ active duty with the U.S.A.F. Prior to my period 
of service I was an associate member of the Academy and 
have continued to subscribe to and enjoy GP. 

I am now interested in becoming a full active member of 
the Academy if this is possible, and would appreciate your 
sending me the necessary application forms. 

W. T. Maver, M.D. 
McComb, Mississippi 


Author Donates Stipend to Research 


Dear Sir: 

It was a pleasure throughout to do business with you. 
The nice courtesy that was extended to me was sincerely 
appreciated. 

At the general practice meetings in Madison, Wisconsin 
it was generally agreed by most of the men that I met there 
that GP presents the finest foremat and the most sensible 
scientific approach of any magazine they read. 
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Thank you for the honorarium which I didn’t expect. We 
have decided to donate it to St. Luke’s Hospital to be used 
for further research. 

Thank you again. 

C. F. McDonatp, M.D. 
2602 East Oklahoma Avenue 
Milwaukee 7, Wis. 


Dr. McDonald’s letter has been added to the many appreciative 
and surprised comments we get from authors. His decision to con- 
tribute the payment, accorded to authors of scientific articles 
in GP, to further research, is an admirable choice.—PUBLISHER 


The “Hospital Manual” to the Rescue! 


Dear Sir: 

I am on the Public Relations Committee of the North 
Shore doctors fighting for a Section of General Practice in 
our new hospital which should open next summer. Could you 
send me some booklet describing a General Practice Section 
in a voluntary hospital and also its operation? 

Mitton C. Kemp, M.D. 
Great Neck, Long Island 
New York, New York 


Crusader Kemp came to the right source. The Academy’s 
**Manual on General Practice Departments in Hospitals” is the 
perfect answer to his problem.—PuBLIsHER 


The Tele-Clinic Films 


Dear Sir: 

Please give me information as to the availability of movies 
of the A.A.G.P. scientific meetings. Could I get one of the 
Atlantic City Assembly for showing at our county medical 
society meeting? When might we have the films and for how 
long? 

W. K. McGut, M.D. 
Clover, South Dakota 


There certainly are such films available of both the San 
Francisco and the Atlantic City Assemblies. They are obtainable 
from the nearest divisional office of Wyeth, Inc., and are ideal 

(Continued on page 23) 
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The Upjohn Company, Kalamazoo, Michigan 
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(Continued from page 21) 
for hospital staff sessions and gatherings of students or nurses 
as well as county societies. A print can usually be obtained in 
three or four days, but it is safer to make the request several 
weeks in advance, if possible. The films may be kept as long as 
necessary, if several showings have been scheduled—and pro- 
vided there is no conflict with previous commitments.— PUBLISHER 


We’re a Recommended Reference Now 


Dear Sir: 

I have been fortunate enough to acquire a new assistant 
who is extremely interested in pharmaceutical and medical 
journalism. Her interest extends to the point that she is 
even going to school, and as a result needs several publica- 
tions for evening study. I would appreciate your sending her 
two or three relatively recent issues of GP, since I recom- 
mended it to her as one of the outstanding publications 
available today. 

BERNARD ZERBE 
Managing Editor 
Journal of the American 
Pharmaceutical Association 


We hope Editor Zerbe’s new assistant will discover an en- 
thusiasm for GP to equal his gracious good opinion.—PUBLISHER 


An Idea Worth Copying 


Dear Sir: 
At the October meeting of our county chapter, three 
papers were read by local interns of the St. Elizabeth and 


Youngstown Hospital staffs. Each participant was promised 
a year’s free subscription to GP as part of their reward. 
Would you please enter these subscriptions (names and 
addresses attached) and bill me for them. 
H. P. McGrecor, M.D. 
Secretary-Treasurer 
Mahoning Chapter, Ohio 
Academy of General Practice 


We are happy to enter subscriptions for the three interns who 
participated at your meeting. Other chapters may want to bor- 
row your idea of giving GP as a gift to guest participants.— 
PUBLISHER 


GP's “Tips” Lauded 


Dear Sir: 

Having followed your excellent journal, GP, for several 
months, I find it the best for informative reading. As a 
medical student with limited time for extensive “outer” 
reading, your synopses in ‘“Tips from Other Journals” is a 
boon. Please accept my check for $10 for a subscription to 
GP. 

I recognize the ideals of your organization and would 
appreciate information from you as to your membership re- 
quirements. 

Tuomas Upton 
4734 North Magnolia 
Chicago 40, Illinois 

Since Reader Upton evidently was not aware that students get 

GP for half price, he will be happy to know that he is entitled to 
(Continued on page 25) 
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IN GELATIN) 


Administered As Easily As Insulin: 
Subcutaneously or intramuscularly 
with a minimum of discomfort. 


Fewer Injections: 


One to two doses per week in many 
cases. 


Rapid Response, Prolonged Effect: 
Combines the two-fold advantage of 
sustained action over prolonged peri- 
ods of time with the quick response of 
lyophilized ACTHAR. 


Much Lower Cost: 
Recent significant reduction in price, 
and reduced frequency of injections, 
have advanced economy of ACTH 
treatment. 


—an Effective Treatment 


In Acute Bursitis and Tendinitis 


ACTH dramatically relieved se- 
vere pain and restored motion 
within 24 to 48 hours from onset of 
symptoms in 3 of a group of 6 pa- 
tients with acute calcific rotator- 
cuff tendinitis of the shoulder.’ 
The other three obtained relief 
and regained motion within a few 
days when treated with ACTH. 


Equally successful treatment with 
ACTH was given to a number of 
patients with acute subacromial 
bursitis.? In one instance an area 
of calcification adjacent to the 
deltoid muscle cleared up com- 
pletely within less than 4 weeks, 
as demonstrated roentgenograph- 
ically. Pain disappeared and func- 
tion was restored. 


In no instance did pain recur upon 
withdrawal of ACTH. The short 
period of treatment precludes 
overdosage effects. 


HP*ACTHAR Gel, the new reposi- 
tory ACTH, provides complete 
convenience and ease of adminis- 
tration in short-term treatment of 
these acute conditions. 


1. Quigley, T. B., and Renold, A. E.: New Eng- 
land J. Med. 246: 1012, 1952. 2. Steinberg, 
C. L., and Roodenburg, A. L.: J.A.M.A. 149: 
1458, 1952. 


*Highly Purified. ACTHAR® is The Armour 
Laboratories Brand of Adrenocorticotropic Hor- 
mone— ACTH (Corticotropin) 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


world -wide. Le 
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(Continued from page 23) 
either a two-year subscription to GP or a refund of $5.— 
PUBLISHER 


Index Upon Request 
Dear Sir: 

We have never received an index covering any of the 
volumes of GP and we are wondering if any have been pub- 
lished. GP is in constant demand by our doctors and it 
would be a great help if we could locate special articles with- 
out having to scan many back issues. 

Mrs. EruHet Hitt 
Librarian 
Honolulu County Medical Library 


Honolulu, Hawaii 


An index is published for each volume (6 issues) but is 
mailed separately, upon request only, to those subscribers who 
find it helpful as a frequent reference tool. We were happy to 
send Mrs. Hill an index for each of the five complete volumes. 
—PUvBLISHER 


The Bouquets Keep Coming 
Dear Sir: 

I attended the 1950 Assembly in St. Louis. I wish we had 
had “Abstracts” then. I refer to my ow. notes, but I'll be 
darned if I can get the entire drift now. 

G. Prwentet, M.D. 
Los Banos, California 


Dear Sir: 

All I can say is that your “Abstracts” do justice to your 
excellent program—and that is about the highest praise I 
can think of. Thank you again for your most efficient and 
friendly co-operation. 

Hans Kraus, M.D. 
N.Y.U. School of Medicine 
New York, New York 


Dear Sir: 

The “Abstracts” from the Atlantic City meeting are even 
better than the “Program Notes” from San Francisco. This 
publication has caused more favorable comment in our sec- 
tion than anything yet done by the Academy. 

S. K. Jounson, M.D. 
Pelahatchie, Mississippi 


Dear Sir: 
I still enjoy reading “Abstracts” and find myself using it 
for reference continually. 
H. G. Henry, M.D. 
Germantown, 


New York 


This continuing stream of gracious comments makes us in- 
creasingly happy to announce that the Board of Directors has 
approved the continuation of Abstracts” as an annual feature 
of the Academy’s service to members. “ Abstracts” of the St.Louis 
Assembly will be, we hope, even bigger and better.—PuBLISHER 
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a really effective treatment 


for Seborrheic Dermatitis of the scalp 


... keeps scalp free of scales for one to four weeks 


In clinical trials with 400 patients'*? SELsSUN Sulfide Suspension pro- 
vided complete control in 81 to 87 percent of all cases of seborrheic der- 
matitis . . . and in 92 to 95 percent of cases of mild seborrhea (common 
dandruff). SELsuN frequently proved successful after other recognized 
treatments had failed to produce satisfactory results. These studies 
showed that SELSUN stops itching and burning symptoms after only 
two or three applications . . . and that scaling is controlled for one to 
four weeks. 

Patients find SELSUN simple and pleasant to use . . . it is applied while 
washing the hair, then rinsed out. As a result, the scalp is left clean and 
odorless, and there is no oily residue to come off on clothing or linens. 
Toxicity studies’? show there are no harmful effects when used ex- 
ternally as recommended. 

Designed strictly for the medizal profession, SELSUN is available only 
on a physician’s prescription. It is supplied by pharmacies 
everywhere in 4-fluidounce bottles with tear-off labels. CSbott 
References: 
1. Slinger, W. N., and Hubbard, D. M. (1951), Arch. Dermat. & Syph., 64:41, July. 


2. Slepyan, A. H. (1952), Ibid., 65:228, February. 
3. Ruch, D. M. (1951), Communication to Abbott Laboratories. 
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Before treatment with Selsun 


After two weeks of treatment 


After six weeks of treatment 
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CLINICAL PHOTOGRAPHS showing effect of SELSUN on pityriasis sicca 
tee: Patient applied SELSUN twice a week for two weeks, once a week for next four weeks 
. 
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‘Homicebrin’ now provides six essential vitamins in 
a smooth, palatable, homogenized mixture. 


XXX 


Each 5 cc. contain: 
Vitamin A (Palmitate)......3,000 U.S.P. units 
Thiamin Chloride.................. 1 mg. 
Vitamin B,, (Activity Equivalent)... 3 meg. 
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Prescribe the 4-ounce or the economical 1-pint bottle. 
There is no increase in price. 
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Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 
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For the prophylaxis or treatment of 
multiple vitamin deficiencies in infants 
and children. 


Homicebrin 


(HOMOGENIZED MULTIPLE VITAMINS, LILLY) 


GP e Volume Vii, Number 1 


tal 
CO 
D 
DOK) 
4 
4% 
KOK KK 
OVO 
CX KKK 
4 
6605050) RO 
BOC x 
~ Pe 
OX) 
ROK 
4% 
™ « 
x) 
x] 
: 
K 
4 ROSS 0.004606 6666 
28 
y 


Editorials 


A Lifetime Job 

Two serious infectious diseases, poliomyelitis and 
diphtheria, have changed with respect to the age 
at which they are prevalent. Formerly, they were 
predominantly diseases of childhood. Now, in many 
areas, poliomyelitis is just as common among adults, 
and diphtheria is showing a higher incidence in 
adults than in children. 

Although the reasons for this change in pattern 
have not been fully investigated, rather plausible 
explanations have been developed. In the New Eng- 
land Journal of Medicine for October 9, 1952, 
Brainerd and his associates blamed the prevalence 
of diphtheria among adults on the effectiveness of 
campaigns for immunization against this disease 
during childhood. Such immunization has resulted 
in a considerable decline in the total incidence of 
the disease. Presumably, therefore, opportunity to 
acquire immunity naturally by exposure to C. 
diphtheriae has correspondingly declined. 

With regard to the prevalence of poliomyelitis in 
adults, we summarized the opinion of Weinstein 
in GP for August, 1952. There we wrote, “. . . the 
trend reflects an introduction into communities of 
‘new’ strains of poliomyelitis virus—strains against 
which adults and older children have no immunity, 
in contrast to the ‘old’ Lansing virus, for which they 
have antibodies in their serum.” 

There are several reasons why these shifts in age 
incidence are important to physicians in practice. 
First, there is need to reorient our thinking. It is 
an old experience that diagnosis of a disease de- 
pends upon thinking of that disease. Even the most 
exotic illness becomes easy to diagnose when the 
possibility comes to mind. One of the barriers to 
this process of “coming to mind” is our precon- 
ceived notion about the age of patients afflicted. 
We have so long been accustomed to look upon 
diphtheria and poliomyelitis as ess.uiially child- 
hood diseases that we are likely to be slow in diag- 
nosing these infections when they attack adults. 
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Next, all of the so-called childhood infectious dis- 
eases tend to be more severe and more serious when 
they affect adults. This is well known to any phy- 
sician who has treated an adult for chickenpox or 
measles. Poliomyelitis and diphtheria are no ex- 
ceptions to the rule. In the former, widespread 
paralyses and involvement of the muscles controlling 
respiration are more common among adults, and the 
fatality rate runs nine times as great as in children. 
For diphtheria also, complications and mortality 
are related to age. 

These facts about the seriousness of these infec- 
tions in adults point to the final and most important 
consideration of all. We should revise our thinking 
about immunization programs. Many physicians are 
disposed to let such programs begin and end in 
childhood. The facts about diphtheria and polio- 
myelitis emphasize the danger of this policy. With- 
out regard to these two diseases specifically, pre- 
vention of infectious diseases is a job for the life- 
times of the general practitioner and his patients. 


Income Differential Decreases 


GENERAL PRACTITIONERS and future family doctors 
now in training will be gratified to learn that the 
difference in average incomes between specialists 
and general practitioners is continuing to decrease. 
This decreasing hiatus was discussed in detail in an 
article on physicians’ incomes in GP’s Business and 
Economics department for November. There it was 
pointed out that in 1929 the average net income of 
specialists was two and one-half times larger than 
the average for general practitioners; the gap had 
been reduced to seventy per cent in 1949. 

Now comes a survey on medical incomes by Medi- 
cal Economics to show that the average general prac- 
titioner’s net income in 1951 had increased 50 per 
cent over 1947 and 100 per cent over 1943. Spe- 
cialists’ income increased only 18 per cent be- 
tween 1947 and 1951. 

The gap between incomes of specialists and gen- 
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eral practitioners has been reduced to 22 per cent. 

The full significance of this development cannot 
be overemphasized. As reported in GP’s earlier 
article, specialists earned 250 per cent more than 
general practitioners in 1929. Twenty years later, 
in 1949, their average net income was 70 per cent 
greater. Today the difference is barely 22 per cent. 

This improvement in general practitioners’ in- 
comes relative to specialists may well be the pri- 
mary factor in the powerful trend of medical stu- 
dents to plan for careers as family doctors. Ten 
years ago only one medical student in ten planned 
to enter general practice. Today, as mentioned in 
the November issue of Medical Economics, six out of 
every ten students who have decided on their medi- 
cal careers have stated they plan to become general 
practitioners. 

Many factors have contributed to these corollary 
trends. But, as Medical Economics mentioned in the 
report of its income study, the American Academy 
of General Practice has contributed directly through 
its progressive program in education, hospital 
standards, and public relations. Here, surely, are 
tangible and concrete benefits to convince the wait- 
and-see practitioners who have delayed affiliating 
with the Academy. 


Dangers in Research Programs 


Mepicat research in these United States has reached 
enormous dimensions and is still growing. For phy- 
sicians who are complacent about this fact, Dr. 
Vannevar Bush, President of the Carnegie Institute 
of Washington, recently administered strong medi- 
cine. The occasion was the twenty-third Annual 
Scientific Assembly of the Medical Society of the 
District of Columbia; and Dr. Bush made the most 
of his opportunity to talk about the dangers in- 
herent in our modern research programs. 

He expressed the thought that the huge size of 
the programs is itself a danger. “For one thing,” 
he said, “there is danger of overextension and con- 
sequent support of the mediocre and the incon- 
sequential.” This can be harmful because it is waste- 
ful of money and effort and, more especially, be- 
cause it tends to discredit efforts that are worth 
while. At the same time, he cautioned that it is 
difficult ‘to minimize this waste without interfering 
with the free choice of subject so essential to prog- 
ress for the independent and able investigator.” 

A large part of research is now supported di- 
rectly or indirectly by government funds. To Dr. 
Bush, this presents a threat of regimentation and 


bureaucratic control. Happily, the threat is only 
potential so far. “Yet,” he warned, “this happy 
circumstance should not blind us to the continuing 
presence of the danger and to the fact that the 
country is still inexperienced in its use of federal 
funds for the support of science. ... The freedom 
of science as it pursues its way for the increase of 
knowledge to benefit mankind, is just as essential 
to our national well-being as is the preservation of 
a system of medical practice which maintains those 
traditions of the relation between doctor and pa- 
tient under which we have thus far prospered. 
There is no inevitable departure from these ideals 
as the basis of support shifts. But we shall do well 
to remain alert.” 

The speaker pointed to the importance of finding 
the right men and giving them an opportunity to 
work freely with a minimum of encumbrance by 
organization. Then he dealt with the greatest dan- 
ger in his list—overspecialization. 

Dr. Bush fairly stated that specialization was in- 
evitable. As medical knowledge has grown, it has 
become too much for one man to master. But with 
specialization, certain bad effects are noticeable. For 
one thing, the amount of information published has 
become too large for proper reading and catalogu- 
ing. In a sense, it is getting lost. 

Information is being wasted for another reason. 
In each type of specialty, a special jargon has grown 
up and is more or less incomprehensible to those 
working in other specialties. This has heightened 
the barriers to learning and, in Dr. Bush’s opinion, 
our scientific structure is therefore threatened in 
circumstances similar to those that stopped the 
builders of the Tower of Babel. Investigators in dif- 
ferent special fields are tending to lose touch with 
each other, and if the situation worsens, he pre- 
dicted, ‘‘we shall learn more and more about less 
and less.” 

For all these problems Dr. Bush had no ready 
solutions, but he did have suggestions. He advo- 
cated more versatility and breadth of understanding 
in the education of scientists—emphasis on methods 
of learning rather than on remembering things. He 
stressed our need to strive for improvement in 
means by which knowledge is stored and transmit- 
ted—new devices for cataloguing, finding, and com- 
municating information. He thought that we should 
school ourselves to communicate ideas quickly and 
understandably, and that we must give greater en- 
couragement to those persons who have a rare talent 
for digesting, summarizing, simplifying, and deliv- 
ering information uncovered by others. 
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Two impressions were outstanding throughout 
Dr. Bush’s talk. First, although he is not a phy- 
sician, he has exceptional insight into some of our 
medical problems. And second, there was a hope 
that he’ll go on thinking and talking about those 
problems, because he obviously has much of that 
rare talent for communication. 


Invitation to Nonmember Subscribers 


Coutp be that Dr. William M. Sproul, secretary- 
treasurer of the Iowa chapter of the Academy, has 
hit pay dirt in recruiting new members. He has 
sent a letter to each nonmember subscriber to GP 
in Iowa inviting Academy membership. 

It’s a short letter but with a Lincolnesque qual- 
ity for stating concisely and invitingly the benefits 
of Academy membership. After mentioning that it 
had been observed that the addressee is a sub- 
scriber to GP, he stated, “but we are sorry that 
we do not find your name in our membership rolls. 
We know you must be interested in our organiza- 
tion and we are taking this opportunity to extend 
a personal invitation to you to become a member.” 

He pointed out that the Iowa chapter is taking 
an active part in solving problems that are facing 
medicine today. He told how the A.A.G.P. post- 
graduate requirements may be acquired yearly with- 
out undue strain and emphasized that the knowl- 
edge is the kind which a physician can take home 
with him and use. 

In closing, Dr. Sproul mentioned that an appli- 
cation blank and a self-addressed return envelope 
were enclosed and that he would be happy to re- 
ceive the application before the next meeting. 

Iowa’s rich farm country has a good potential for 
membership. Dr. Sproul’s just carrying through. 


Campaign for Revival of E.M.I.C. Program 


Tue Children’s Bureau, under the leadership of its 
director, Dr. Martha Elliott, is conducting a cam- 
paign for revival of the Emergency Maternal and 
Infant Care program of World War II. At the recent 
hearings for the Senate Committee on Labor and 
Public Welfare, the Children’s Bureau led the drive 
to revive E.M.I.C., and presented the usual slanted 
testimony composed primarily of statements of 
opinion and notably Jacking in factual material. 
Facts were available, but ignored. 

A survey of the manner in which the needs are 
being met through local medical resources in Los 
Angeles County was made. The costs for this survey 
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were defrayed by the Maternal and Child Care Com- 
mittee of the American Medical Association. (Past 
President Stanley R. Truman, M.D., is a member 
of this committee.) Los Angeles County was se- 
lected because it was an area that might well attract 
the wives of service men, thereby emphasizing the 
problem. The study was conducted by the Los 
Angeles County Department of Health which has a 
splendid survey unit. It was scientifically and ob- 
jectively done. 

From the result of this survey, it is evident that 
the great majority of service men’s families are 
meeting maternal and similar medical cares, are 
managing satisfactorily, usually paying their own 
way even though in some instances it requires care- 
ful planning, recourse to savings, and assistance 
from relatives. A few hardships were encountered. 
Sometimes these were due to poor planning or to no 
planning at all, to lack of information as to facilities 
available, to transportation difficulties, and to simi- 
lar problems that national legislation would not 
eliminate. 

The survey made it apparent that physicians, the 
people in communities, medical societies, and local 
health agencies, including the red feather group, 
can be of much more help if they are more adequate- 
ly aware of the facilities available in the community. 
Lack of knowledge of already existing facilities was 
literally shocking. 

Two obvious conclusions can be drawn from this 
objective survey. First, national legislation will not 
be effective in solving the problems involved, and 
second, doctors and medical societies, and particu- 
larly the local chapters of the American Academy of 
General Practice, can be of service by supplying in- 
formation to practicing physicians and the public 
about the auxiliary medical facilities available in the 
community—facilities which are already on the 
spot, and always ready to do a job if they are only 
called upon. 

Benign Gastric Ulcer 
Nice judgment is needed for the decision as to 
whether a patient having a gastric ulcer should be 
treated medically or surgically. Of course, in some 
instances, the decision to operate is instantly 
reached for one reason or another—a complication 
like perforation or obstruction, largeness of the 
ulcer, location at a site that favors a diagnosis of 
cancer, or any clinical, x-ray, or gastroscopic evi- 
dence that the lesion may be a malignant neoplasm. 

It is interesting that, with occasional exceptions, 

surgical treatment is selected for positive indications 
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that a gastric ulcer is complicated or might be a 
cancer. Conversely, a medical program is usually 
selected for negative reasons—the absence of signs 
that support a decision for surgical treatment. 

This method for deciding in favor of medical 
treatment is not altogether satisfactory. The fact is 
that medical management turns out to be unsatis- 
factory for many patients. In spite of every effort to 
exclude the possibility, cancer is already present or 
develops as a superimposed lesion in 5 to 10 per 
cent of cases. An additional large number is char- 
acterized by continuing or recurring disability or 
by the appearance of serious complications such as 
perforation, hemorrhage, or pyloric obstruction. 

From the experience recorded by many authors, 
a means can be found for reducing the number of 
**medical failures.” It entails the addition of positive 
criteria for deciding that a patient with gastric ulcer 
should be treated medically. These criteria are all 
of a personal nature, and two persons are con- 
cerned—the patient and the physician. 

The patient should have the intellectual capacity 
for grasping the principles of long-term medical 
treatment of his ulcer. He must be co-operative and 
trustworthy. His occupation, environment, and 
habits must be reasonably favorable. His total life 
situation must be such that he will have a good op- 
portunity for following the medical regimen pre- 
scribed for him. 

For the physician, the most important attributes 
are an attitude of eternal vigilance and a willingness 
to provide his patient with the opportunity for long- 
term treatment. Too many “medical failures” are a 
consequence of the physician’s disregard for this 
fundamental principle: although a benign gastric 
ulcer is easy to heal, a continuous program is needed 


to keep it healed. 


Active Rheumatic Carditis 


IN THE past year two studies have been reported in 
the American Heart Journal concerning the dis- 
covery of active rheumatic carditis in specimens of 
left auricle removed at the time of operation for re- 
lief of mitral stenosis. The latest, by Biérck and co- 
workers in Sweden, appeared in the September 
issue, and was essentially a confirmation of an 
earlier study by Kuschner and others. 

From these reports it is apparent that in about 
one out of three patients subjected to mitral valve 
operations, microscopic studies reveal stigmas of 
rheumatic activity. In such cases clinical studies will 
have been negative in regard to such activity. 


This fact is not too surprising. Earlier pathologic 
investigations have shown that Aschoff bodies or 
other evidences of carditis are discovered in a con- 
siderable number of patients whose clinical picture 
would not suggest this possibility. 

Comment on these findings is important for two 
reasons. First, all authorities agree that activity of 
rheumatic carditis is a contraindication to operation 
for relief of mitral stenosis. However, it must be 
clearly understood that this refers only to signs that 
can be elicited by clinical appraisal—polyarthritis, 
fever, fast sedimentation rate, or congestive heart 
failure seeming out of proportion to the mechanical 
strain imposed by mitral stenosis itself. The patho- 
logic reports are interesting, but they obviously 
have no practical application in selection of pa- 
tients for operation. 

Second, these surgical-pathologic investigations 
may disclose important information about the course 
of rheumatic heart disease. At the very least, sur- 
geons have the opportunity to discover whether or 
not histologic evidence of rheumatic activity has any 
long-term significance. 


Dare You Do Less? 


In THE “Yours Truly” section of this issue, you will 
find an unusual letter from a senior medical student 
in Oregon. While we do not ordinarily undertake to 
editorialize on correspondence which comes to this 
office, in this instance we feel the urge to point with 
pride—and possibly illustrate a moral. 

We think every Academy member may feel an 
added glow of pride that his Assembly has so grown 
in prestige that a medical student 1,600 miles 
away is eager to travel that distance and devote his 
Spring vacation to attending it. We also consider it 
pleasing evidence of a sincere and growing recogni- 
tion of general practice among the students of our 
medical schools—evidence, too, that Tomorrow’s 
Doctor is going to be a pretty good addition to the 
profession. 

It is hoped, however, that members of the Acad- 
emy will also read into this episode something of 
their own moral obligation to the principle of post- 
graduate study inherent in their membership. If a 
senior medical student is so convinced of the educa- 
tional value of our Assembly, he is willing to make a 
round trip of over 3,000 miles in preference to a 
relaxing Spring holiday—dare any Academy mem- 
ber do less? If a man still in school sees that much 
value in this meeting, then it should be twice as val- 
uable to the men in active practice. 
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We recognize that every member of the Academy 
can’t attend the Assembly. There aren’t that many 
hotel rooms in St. Louis, for one thing, and there 
will always be that occasional patient whose condi- 
tion requires last minute cancellation of plans. But 
we do feel that every general practitioner who is sin- 
cere in his approach to general practice should 
make an effort to get to St. Louis. We think any gen- 
eral practitioner who doesn’t come merely because 
he is too lazy to make the effort, could well take 
young Student Daugherty’s example to heart. 


Teaching Otolaryngology 


How much otolaryngology should be taught to 
general practitioners? This question served as the 
title for Doctor C. H. McCaskey’s address as chair- 
man of the Section on Laryngology, Otology and 
Rhinology at the June meeting of the American 
Medical Association. For those general practitioners 
who missed the address when it was printed in the 
Journal of the American Medical Association for 
September 13, 1952, we recommend a careful read- 
ing. We think you will like it. 

Doctor McCaskey noted that the present trend 
in medical education is toward the training of gen- 
eral practitioners. He expressed the hope that, 
since many patients are afflicted with diseases of 
the upper part of the respiratory tract, the teach- 
ing of otolaryngology will be more fully developed. 
His analysis had disclosed serious neglect and de- 
ficiencies in such teaching. He went on to present 
a workable plan for instruction of medical students. 

We are struck by the thought that imprevement 
of the teaching of otolaryngology is not the sole 
responsibility of specialists in that field. Naturally 
we must look to them for leadership and guidance, 
but a large part of practical teaching will have to 
be done by the instructors who have the greatest 
association with medical students in hospital wards 
and clinics. These instructors will have to experi- 
ence an awakening of interest in otolaryngologic 
techniques that is comparable to their existing in- 
terest in the use of the ophthalmoscope. 

For many instructors, careful indoctrination 
will be required. For example, on the medical serv- 
ices of teaching hospitals, there are few instructors 
qualified by experience, skill, or interest to teach 
students to use a head mirror, an otoscope, a 
laryngeal mirror, or even a nasal speculum. 

Here is another instance in which it will be ad- 
vantageous to medical schools to enlist the aid of 
general practitioners as teachers. Many of them 
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are quite expert in otolaryngologic diagnosis. They 
have just the kind of practical experience that 
s+ ould suit them to assist in teaching in this field. 
They are now doing this in some medical schools; 
they should be getting ready to do it in others. 


Suchen hiectasis, Asth 
IN CONNECTION with the general management of pa- 
tients having bronchial asthma, two recent scien- 
tific articles point to details that have been neglected 
by many writers on this subject. In their article in 
the Journal of the American Medical Association for 
October 4, 1952, Overholt, Walker, and Woods 
recount their experience with bronchiectasis in 
pathogenesis or perpetuation of bronchial asthma. 

Asthmatic patients who came to the Overholt 
Thoracic Clinic were ones who were classified as 
*‘medical failures” in the sense that they had not 
responded favorably to conservative medical ther- 
apy. Although some of these patients had symptoms 
suggesting the presence of some bronchopulmonary 
disease in addition to asthma, bronchiectasis had 
been suspected in only four of seventy-six cases. 
Careful studies disclosed that about one-third of 
the patients had bronchiectasis. In the great ma- 
jority of the group, resection of bronchiectatic seg- 
ments resulted in remarkable improvement in 
health, and relief from asthma. 

The other scientific article concerned the harm- 
ful influence of smoking on asthma. In Proceedings 
of the Staff Meetings of the Mayo Clinic for August 13, 
1952, Peters and associates flatly stated, ‘No pa- 
tient who has asthma should smoke.” They ex- 
pounded upon this at some length, but the gist of 
their argument can be summarized quite simply. 
Smoking causes irritation of bronchial mucous 
membranes (bronchitis). Bronchitis initiates or ag- 
gravates bronchial spasm in asthmatic patients. 
Hence smoking is likely to aggravate asthma. 

It is interesting that these two factors in the 
pathogenesis of asthma—bronchiectasis and smok- 
ing—have been neglected in the management of 
asthmatic patients, for quite different reasons. 
Bronchiectasis has often been overlooked because it 
is masked by the wheezing and dyspnea, and there- 
fore it is never brought to mind. In contrast, aggra- 
vation of asthma by smoking seems to have escaped 
attention perhaps because it is too obvious. In any 
event, we are indebted to Overholt and Peters and 
their co-workers for recalling to our attention that 
there is more to the treatment of asthma than is 
found in some essays on the subject. 
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Figure 1. Severe frostbite both feet. Superficial tissue 
separating. Treatment surgically conservative. 


Figure 2. Superficial gangrene of hand. Conserva- 
tive therapy with recovery of all but end digits. 


Figures 1, 2, and 3 courtesy of Surgical Service U. $.N. Hospital, Philadelphia, Pa. 


BY GERALD H. 
New York, New York 


PRATT, M.D. 


To many physicians, the term “frostbite” brings 
to mind the thought of exposure on a large scale 
to many men, as occurs during warfare. A major 
campaign during cold and wet weather points up 
the problem. The difficulty of control of expo- 
sure to cold and wet exists in civilian life too, not 
only as a group when some disaster strikes and the 
natural normal defense to keep people warm and 
dry is removed, but to many individuals in everyday 
life. 

An example is the exposure to cold of a man 
whose work requires him to go in and out of a 
refrigerator car or an icebox. The repair of a dam- 
aged water or sewer main during winter time in any 
of our modern cities forces mass exposure of those 
working under these conditions. With the increase 
of longevity to an average age of 77, many more 
people are working out of doors at an advanced age 
and under physically poorer circumstances. Such 
labor increases the likelihood of damage to the parts 
by exposure to even mildly freezing temperatures. 


Figure 3. Gangrene of the heels. Conservative therapy with complete recovery. 


Frostbite is important in civilian as well as military life. Often the “cold injury” is aggravated by traumas of 


various kinds. Even walking on a frostbitten foot may seriously increase the damage. Education and 
basic protective measures are valuable in prophylaxis. Treatment of frostbite includes simple hygienic measures, 
early administration of antibiotics, anticoagulant drugs, and utmost conservatism in regard to surgical 


methods. The more conservative the surgeon, the lower the rate of major amputations. 


Our reported findings that 40 per cent of males 
working over the age of 40 had some degree of 
arteriosclerosis increases the danger, as such per- 
sons are especially susceptible to cold. 


Military and Naval Frostbite 


Last winter’s reports from Korea, sickening to 
Americans, brought the importance of the prob- 
lem again to the forefront. The First Marine Divi- 
sion, cut off by the onslaught of the Chinese Reds 
near the Chang Jin Reservoir, fought their way 
back from the Yalu River through thirteen days 
of freezing temperature, exposed not only to the 
rigors of that country and winter but also to the 
enemy who was constantly alert for any weakening 
in the resistance of our forces (Figure 1). 

Frostbite has been of military and naval im- 
portance since the days of the Romans (Figure 2). 
The failure of Napoleon’s army to protect itself 
from such exposure during the retreat from Mos- 
cow caused the loss of the heart of the Grande 
Armée and no doubt contributed to the subsequent 
Waterloo. The northern countries of Europe, 
Norway and Sweden notably, have been exempt from 


Figure 4. Gangrene of the toes (before and after). Complete re- 
covery of all but small tip of great toe with conservative therapy. 


invasion because of the hardships with which in- 
vaders would have to contend in the icy mountains. 

In World War I, we had an example of a com- 
bination of exposure to cold and wet and the trau- 
ma of standing in trenches in which several feet 
of water frequently collected. Large armies, millions 
in number, were completely immobilized by this 
situation. Small expeditions by well-equipped 
groups from either side were unexpectedly suc- 
cessful. It was the belief of one great general that 
in 1916-1917 the war could have been terminated 
had his plan for equipping a small number of 
selected troops with dry and warm equipment been 
followed, and these troops used expeditiously on 
the days of coldest temperature. 

In World War II, the problem nearly was de- 
cisive during the campaign in the Aleutian Islands 
and particularly on Attu. The soldiers who landed 
on that forsaken island were pinned down immedi- 
ately by well-concealed and armed troops, and 
were immobilized without the opportunity of get- 
ting themselves covered or dry. The amputation 
percentage of that group was high (26 per cent). 
In the Japanese captured after this area was se- 
cured, the amputation rate was nearly 70 per cent, 


Figures 4, 5, and 6 courtesy of Surgical Service, U. S. N. Hospital, St. Albons, New York. 
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most likely due to poor hygienic conditions among 
that enemy. 

Further evidence of the military importance of 
this problem is proven by this quotation from the 
captured diary of Herman Goebbels: “March 6, 
1942. Our losses in the East for the period of June 
22, 1941 to Feb. 20, 1942 were 199,448 dead (in- 
cluding 7,879 officers) 708,351 wounded (includ- 
ing 20,992 officers), 44,342 missing (including 701 
officers) —a total of 952,141 (including 29,572 offi- 
cers). Until Feb. 20, 112,627 cases (more than 12 
divisions) of freezing or frostbite were reported.” 

Thus, the common enemy of both sides could 
strike, and “cold” could win a victory for one side 
which troops and their fire power could not achieve. 
Our experiences in the Battle of the Bulge were 
particularly elucidative in this regard. While our 
exposure cases were large in number and could not 
be handled too well, those of the Germans were 
even less well cared for. The future potentialities 
with the possibility of another great war to be 
fought, this time probably in the Arctic, makes the 
knowledge of this problem important to everyone 
in the medical field, both in a military and civilian 
status. From August, 1942, to January, 1944, the 
casualties from frostbite in the 8th Air Force out- 
numbered those from enemy gunfire. Of the first 
50,000 casualties in Korea, over one-half were due 
to exposure to cold. 


Other Cold Problems 


When the body is exposed to cold, rarely does 
the central portion get below 37 degrees Centi- 
grade, as registered through the rectum. On the 
other hand, in the peripheral and superficial areas 
temperatures may fall below this critical point due 
either to general exposure or to local cold trauma, 
such as in the handling of ice. 

When there is a cold wind, the tendency to 
traumatic lesions of the part is even greater. Frost- 
bite has occurred at 8 degrees Fahrenheit or at 
temperatures from 8 degrees to 14 degrees Fahren- 
heit in the presence of a strong wind. Yet, some 
people tolerate temperatures as low as minus 20 
degrees Centigrade without freezing. The presence 
or lack of wind, the humidity, and the patient’s 
clothing, his age, and general condition, all play 
an important part. This was well evidenced by an 
experiment in which rats under 19 grams in weight 
died before their tails were frozen, while those over 
25 grams survived the cooling to as low as 10 
degrees Centigrade. 


Trench Foot. When the limb is wet, there is much 
more likelihood of freezing, due to better conduc- 
tion. Over 60 per cent of the Marines with severe 
frostbite had antecedent wet feet. The same is true 
for trauma to the part. For that reason, the term 
“trench foot” indicates a serious exposure to cold 
complicated by the trauma of standing, walking, or 
other trauma of the feet. 

The effect of local trauma is well shown in our 
patients in Figure 3 with gangrene of the heel. 
These Marines, because of other injuries, had to 
ride out from the ambush in Korea, and therefore 
had pressure on their heels as they sat on the con- 
veyance. They wiggled their toes and did not freeze 
this part of the foot, but did have freezing of the 
heel because of pressure. Exhaustion and inactivity 
add to the incidence, as do other wounds or injuries. 

Immersion Foot. The American and British naval 
forces had a serious experience with exposure of 
the feet when a large number of ships were sunk in 
the Atlantic in the early days of the war. Often, 50 
per cent of the ships in the convoys were sunk in a 
run to Murmansk in Russia to supply the Russians 
with the equipment with which they eventually 
stopped Hitler’s army at Stalingrad. The survivors 
drifted in open lifeboats, often for days, their feet 
dependent, wet, and swollen from exposure, star- 
vation, and protein depletion. The idea of ultra- 
conservatism in the treatment of patients so ex- 
posed, originated after a large number of these sea- 
men were segregated in hospitals both in Europe 
and on this continent. 

Dependency, wet, and hypoproteinemia, with 
the starvation which occurred in these men who 
were in exposed boats after the sinkings in the 
North Atlantic, brought out the term “immersion 
foot.” This is the nautical mate of “‘trench foot.” 
The trauma was minimal in these cases, and the 
amputation rate therefore low. 


Symptoms of Frostbite 


The symptoms of frostbite are known to nearly 
all who have lived in the northern part of the United 
States. There may be no symptoms (50 per cent of 
the Marine casualties were unaware of their lesions). 
Most often, the first symptom is a painful burning 
sensation, followed by numbness and cold. Napole- 
on’s chief surgeon, Larrey, described the condition 
as numbness and cold and a feeling as if the “‘feet 
are made of wood.” The relative frequency of 
early numbness is well demonstrated by many of 
the Marine patients with whom the symptoms have 
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been discussed. Many of these men stamped their 
rifle butts on their feet to restore feeling and to get 
the “circulation started again.” They thus added 
trauma to their already serious vascular problem. 

If the boots of the exposed person are removed, 
swelling occurs. Often, the foot gear cannot be re- 
placed, and this was the reason for the loss of many 
of the French Grande Armee. Larrey tried to coun- 
teract this by making it an order for no one to re- 
move boots. 

The symptoms are directly related to the tem- 
perature, the length of time of cold injury, and the 
medium in which the patient had the exposure 
(water, air, etc.). 

The anoxemia and cold of high altitude flying 
combine to increase the destruction of tissue. The 
symptoms in such cases begin with anoxemia, and 
then come blanching and vesicle formation. In 
other cases, rapid necrosis and gangrene develop 
(Figures 4 and 5). As the condition continues, the 
part becomes white, pale, and cold. There is some 
bluish discoloration as venous congestion develops, 
and then some edema. Later still, the part may be 
marble white. 

The classification of cold injuries into degrees, 
such as with burns, was made by Wright and Allen 
in 1943. A modification of this classification follows: 

A. First degree frostbite. These are patients in 
whom the part is subjected to cold for a short time, 
or to a lesser degree of cold for a longer time. The 
symptoms are erythema and spasm, with a burning 
and tingling sensation. These patients recover with- 
out loss of tissue, although, there may be some 
peeling of skin. 


B. Second degree frostbite. In these patients, 


there is actual tissue destruction, but this is usual- 
ly in the skin. There are symptoms of anesthesia 
and paresthesia. There is a marked reactive hy- 
peremia and, at times, wheals and superficial blebs 
occur. Secondary infection may increase the tissue 
loss. 

C. Third degree frostbite. These are reactions to 
extreme cold. The parts do not recover completely. 
The subcutaneous tissues are damaged. If this is 
continued and too great a part of the body is ex- 
posed, death results. Tissue loss depends also 
upon trauma and secondary infections. It is direct- 
ly influenced by the type and effectiveness of 
therapy. 

D. Fourth degree frostbite. Here the injury in- 
cludes loss of major muscles and bone. 

E. Fifth degree frostbite. This cold injury is due 
to anoxemia and severe cold associated with high 
flying. While this is a military problem, often it 
can become a civilian one, as our airplanes go 
through the stratosphere in pressurized cabins. 
The exposure may be similar to that of the deep 
freeze. The skin is shiny and tense with subcutane- 
ous hemorrhages (Figure 6). Prophylactically, there 
is a great deal to be done for these patients. 


Pathogenesis of Cold Injury 


Pathology varies with the degree and length of 
exposure, the media of exposure (wet, wind, etc.), 
other injuries, and the age and resistance of the 
patient. The pathoiogy and pathogenesis of the 
changes following exposure to cold have been 
under investigation. Studies of the tissue changes 
and reactions to various types of therapy have been 


Figure 5. Necrosis of toes (before and after). Complete recovery under conservative management. 
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Figure 6. Gangrene of the foot after frostbite (before and after). Treated con- 
servatively with recovery of all toes. Small area on little toe side skin-grafted. 


contradictory and are not clearly established. It is 
difficult to simulate in the experimental animal, the 
conditions under which man develops a frostbite. 

For years it has been supposed that tissue injury 
was secondary to a vascular lesion, 7.e., vasocon- 
striction, vasodilatation, sludging of blood cells, 
and thrombosis. A second theory was that the in- 
jury was due to the effect of cold directly on tissue 
cells, just as in a burn. This latter view seems to be 
the conclusion of most investigators, and this places 
the vascular changes following frostbite in a sec- 
ondary category. The time at which the circulatory 
problem becomes of paramount importance, again, 
varies, and it can occur at any time. From our own 
observation, we feel that the vascular changes are of 
great importance. 

Vascular occlusions may not cause the initial le- 
sion, but they are of great importance in determin- 
ing whether or not there is a loss of the part. The 
surprising degree of recovery in many frostbitten 
parts, where it appeared that the tissue cells had 
actually died, must be due to the fact that the cir- 
culation had not been irreparably damaged. 

Undoubtedly, the pathology is both a tissue cell 
injury and a local ischemia caused by clotting in the 
peripheral vessels. The erythema which occurs at 
first, when the part becomes cold, combined with a 
damaged capillary bed, accounts for a retardation 
of venous flow. Removal of tissue fluid is aggra- 
vated by lymph stasis, and this perhaps is the cause 
of most of the blebs. 

Gangrene, when it develops, is of a cyanotic avas- 
cular type, leading to a black, dry “sock or glove- 
like”? necrosis. Many of these black skin ‘‘molds” 


will shed later, leaving a healing or healed area un- 
derneath. Secondary infection will alter the picture 
completely and is of great prognostic and prophy- 
lactic importance. There can be no single patho- 
logic description of frostbite, just as there is no set 
picture in a burn. Many factors determine the de- 
gree of destruction. 


Prophylactic Measures 


The prevention of frostbite in civilian life is of 
great importance. One should not permit an elderly 
patient, or one who has diabetes or arteriosclerosis 
to be exposed, or to work out of doors in cold or wet 
weather. The same applies to one with an injury. 
Clothing is important and windbreaks play a part. 
The use of protection for the body, and especially 
the extremities, is essential when one has to enter a 
refrigerated room. 

In military life it is important to enforce disci- 
pline in the prevention of cold accidents. The men 
must carry additional dry stockings and shoes, and 
must not be permitted to throw them away. The 
effect of discipline was shown in the figures on frost- 
bite, in the Battle of the Bulge. During this time, 
the American Air Force evacuated 500 men each 
week because of high altitude frostbite. One out of 
ten of these men were pilots who cost this country 
$50,000, and many months, to train. These casual- 
ties were most often due to faulty electrical clothing 
equipment, damaged by careless handling, losing 
gloves, and so forth. In the Air Force of one of our 
Allies, it was an automatic court martial offense to 
misuse such equipment, and frostbite was practi- 
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cally unknown there, unless a plane was struck by 
flak. 

Gear. The wearing of clothing, footwear, and 
other covering must be carefully planned if one is 
to be outside in freezing temperature. Watertight 
equipment sounds ideal, but such equipment causes 
perspiration and does not permit the removal of this 
fluid by evaporation. Water collects, and becomes 
cold or frozen, and increases the pressure on the 
skin. The gear problem is unsettled, but at pres- 
ent, water-tight boots are not advocated unless they 
are removable over-coverings. 

Dryness. Shoes and socks should be changed as 
often as possible and always after exposure to wet 
or cold. Even in the exigencies of warfare, or civil- 
ian disasters, this can be done, as the footwear can 
be dried by ‘canned heat” or by using the cylinder 
blocks of motor vehicles or airplanes, or in the ex- 
haust fumes. There are also small flashlight battery 
heaters. 

Movement of the parts is extremely important. 
One should keep exposed men moving, and not let 
them fall asleep in the cold or exposed areas. 

Hygiene and Prevention of Infection. This is very 
important because most frostbite lesions will be- 
come infected if this problem has not been managed 
carefully. An ideal way to avoid infection is to in- 
sist that men take baths and completely change their 


clothing before being subjected to cold conditions. 
In the Services, men resist this order, not fully un- 
derstanding the reasons for it. This same basic 
hygiene rule applies in civilian life. If the part is 
unclean and the skin broken, infection will occur 
and the tissue loss will increase. Prophylactic anti- 


biotic therapy will help this problem. 


Immediate Treatment 


The immediate treatment of the lesions caused 
by the cold injury is important. Some patients very 
slightly exposed, or for a short time, will need little 
if any therapy except hygienic care. The wounds 
should be classified as to the degree of frostbite and 
if possible segregated in this classification. All fur- 
ther exposure to cold or wet must be eliminated. 
Constrictive clothing and other tight bandages and 
wearing apparel should be removed. 

All patients in whom there has been any tissue 
destruction should be at strict bedrest. The bear- 
ing of weight by patients with open injuries will re- 
sult in increased morbidity and tissue loss. 

General Measures. The antibiotic drugs have a 
place and should be used early. Any open wound 
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should be cultured and the organism tested for sen- 
sitivity against the antibiotics and the correct one 
administered as soon as such reports are available. 
Temporarily penicillin may be started. 

In those patients who are shocked, the use of 
stimulants may be required. In this respect, whis- 
key has been found to be an excellent drug for gen- 
eral action, and it also causes vasodilatation. 

All patients so injured should be placed on an 
absolute restriction as far as the use of nicotine is 
concerned. This is of great importance because of 
the marked vasoconstriction’ which even a small 
amount of smoking will produce. A number of ex- 
tremities have been lost because vasoconstriction 
by nicotine was permitted to interfere with the col- 
lateral blood supply in patients with occlusive arte- 
rial lesions. In this respect, frostbite patients are 
in the same category when first treated. 

Local Treatment. Wounds should be cleansed if 
they are dirty, with great care to prevent any tissue 
injury. Cleansing can be done with one of the sul- 
fonated detergents to which hexaclorophene has 
been added (e.g., pHisoderm). This cleansing must 
be atraumatic. Open wounds should be covered 
with sterile dressings. If the wounds are not in- 
fected, they may be left exposed on a sterile sheet 
or towels, and the bed clothing kept off by the use 
of cradles or bed cages. 

In the early days of cold exposure in this country 
and in such instances as the Yukon Gold Rush, cold 
exposure victims were treated by bringing them into 
a warmed room. The loss of limbs and lives was 
extensive with such therapy. The rapid overheat- 
ing caused bleb formation and further tissue de- 
struction and gangrene at an alarming rate. There- 
after, and particularly during World War II, the 
parts were very gradually brought back to normal 
temperature over a period of many weeks. This 
group of patients had a lower amputation rate than 
any other up to that time. 

Since the large number of cold casualties oc- 
curred during World War II and with the new ones 
arriving from Korea, there has been a great deal of 
investigation of the proper environmental tempera- 
ture to insure least tissue destruction. These ex- 
periments are difficult because the animals utilized 
never have the same circulatory problems as humans, 
and the methods of exposure are not equivalent to 
those which cause cold injury in humans. For ex- 
ample, one could not simulate in a laboratory ani- 
mal the trauma, fatigue, wetting, and variations in 
temperature that the Marines underwent in Korea. 

One must accept however, that in experimental 
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animals, there is evidence that extreme cold causes 
injury to the tissue cells and that vascular changes 
(sludging, clotting, and thrombosis) are secondary 
to this cell injury. In such cases, the sooner these 
cells are restored to normal conditions, the less the 
necrosis which may follow. However, it has been 
proven that the vascular problem is important and 
contributes considerably to the actual loss of the 
part or to tissue destruction. It is probably not the 
primary problem in those exposed to extreme cold, 
but is secondary to the tissue necrosis and deter- 
mines the ultimate survival of the part. 

Rapid Warming Method. In this therapy, the 
part is brought back to room temperature rapidly. 
This method has been worked out experimentally 
by Lange, Shumacher, Rosenfeld, Radisch, and 
others. It has been demonstrated that if the part is 
warmed but never heated, there will be no greater 
tissue loss, and at times there will be less. These 
experiments did not show that vasoconstriction fol- 
lowed rapid thawing. Lewis reported microscopic 
findings of muscle degeneration fifteen and thirty 
minutes after local cold injury, and found that sim- 
ilar conditions did not occur in the muscles of rab- 
bits’ legs made ischemic by a tourniquet. 

The presence of blood cell sludges, as described 
by Knisely and Bloch, and Brooks, is not thorough- 
ly explained, nor is it clear why one should con- 
sider that vascular injuries are not of paramount 
importance in the development of gangrene. If cold 
itself would permanently injure muscle cells on such 
short exposure, one is unable to understand why 
animals can hibernate, certain organisms can be re- 
frigerated for an indefinite time, and deep-freeze 
methods of preservation of certain tissues do not 
destroy these tissues. They have been used at a 
later date successfully as grafts. Cold therapy of 
cancers does not cause tissue destruction. The 
physical problem of the large blebs and edema for- 
mation, when one rapidly warms the part, has not 
been entirely clarified. 

The animal experiments however, cannot be dis- 
counted. Shumacher more recently has slowly 
frozen parts of animals, to simulate human frost- 
bite, and has shown that rapid warming causes less 
loss of tissue than the slower cooling method. 

Slow Cooling Method. The basis for slow cooling 
has been the bad experience in the past with rapid 
warming. During World War II, the patients who 
kept frostbitten parts cool had a lower incidence of 
gangrene than ever encountered before. It is quite 
important that cooling be moderate. An optimal 
temperature is thought to be between 55° and 60°. 


Vascular damage in an injured area is greatest in 
the venous and lymphatic vessels, with stasis, ede- 
ma, and bleb formation. The cooling is an attempt 
to prevent delivery of more blood to the part than 
can be removed from it. 

There will always be a place in therapy for slow 
cooling because of the impossibility of utilizing 
other therapy in many instances. If one were in 
charge of a large group of men who had suffered 
cold injuries, it would be best to slowly cool these 
patients back to room temperature. The use of a 
bed tent, where ice bags can be placed, and the 
application of electric fans will keep the tempera- 
ture at an optimal level. 

The relief of symptoms by this therapy is surpris- 
ingly good. Pain disappears when the part is kept 
cool. This was noted during the last war when pa- 
tients were seen to go to a window and place the 
injured parts outside. Many said they were much 
more comfortable in their life boats in the open sea 
than after they were placed in warmer areas. In 
those for whom slow cooling is selected, the ther- 
apy should be continued for three to five weeks. 


Anticoagulant Therapy 


Anticoagulant therapy has been of great help in 
a large number of these patients. When other 
wounds do not preclude its use, it is advocated. It 
should be used early. Theis reported encouraging 
results in thirty civilian patients so treated. 

It would be important that heparin be started at 
once and then one of the other oral anticoagulant 
agents be given. The oral anticoagulant should be 
carried on for a period of at least three weeks, or 
until such time as the outcome is no longer in doubt. 
Tromexan has been utilized in our patients. 

Method. The outlined program is that used in our 
Vascular Clinic in the treatment of these lesions. The 
program is designed for those who do not have other 
injuries and who have normal function of the liver, 
kidneys, and heart. It must be modified for the aged, 
for those with other diseases, and for those with an 
abnormal response to the drugs. The dosage must 
be individualized for each patient and controlled 
with consistently accurate laboratory tests. 

In the first twenty-four hours, heparin is admin- 
istered. Fifty mg. is given intravenously, and 30 to 
70 mg. is given deep subcutaneously. The coagu- 
lation time is tested two hours afterward. Thirty 
to 70 mg. of heparin is injected subcutaneously, 
thereafter, every four hours, to keep coagulation 
time between twenty and thirty minutes. 
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An oral anticoagulant (Tromexan, 1,200 mg. or 
Dicumarol, 300 mg.) is administered at the same 
time. 

After twenty-four hours heparin is discontinued 
as soon as the prothrombin time is prolonged. 
Additional doses of the oral anticoagulant drug are 
administered daily, depending upon the pro- 
thrombin time (maintenance dose: Tromexan, 600 
to 900 mg.: Dicumarol, 50 to 150 mg.). The pro- 
thrombin time is maintained between two and three 
times the normal control. 

Anticoagulant therapy should be continued for a 
minimum of three weeks, or until the fate of the 
part has been determined. 

Hemorrhagic complications must be recog- 
nized and treated urgently if they develop. An oper- 
ation, a draining wound, or other complication may 
require a reversal of the antithrombotic tendency by 
blood transfusions and the use of specific drugs 
(Protamine for heparin; vitamin K; for Tromexan 
or Dicumarol). 


Other Measures 


Pressure dressings, such as a plaster cast or 
other support, have little or no place in frostbite 
therapy. These may cause damage, especially if 
there is edema. Also, they may hide infection. Mild 
support to prevent bleb edema from collecting is ad- 
vocated. 

Antihistaminic drugs, such as Benadryl, particu- 
larly when combined with rutin, experimentally 
have increased the salvage rate of badly frozen 
limbs. 

ACTH and cortisone have had no effect on the 
incidence of gangrene in the rapidly thawed limb. 


Active Surgical Treatment 


The most important surgical principle in treating 
these patients is restraint. One should not amputate 
any limb unless the presence of spreading infection 
eliminates the possibility of saving it. 

This point requires emphasis because the ap- 
pearance of a black toe is often a signal to the over- 
ambitious or untrained surgeon to amputate. It 
must be realized that this blackness may be only 
skin deep, and may be shed like a snake’s skin in a 
few days, leaving a granulating viable tissue under- 
neath. 

In one series of patients examined in one of the 
large Naval hospitals on the east coast, only four re- 
quired a major amputation, an incidence of 2.2 per 
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cent. These figures are in line with others demon- 
strated particularly in the casualties from frostbite 
during the recent Korean campaign. 

Surgical restraint does not mean that a fluctuant 
suppurative process should not be drained. The 
surgical indications for this procedure are immut- 
able. There will be cases where major amputations 
are required, such as those with gas gangrene and 
other uncontrollable infections. This group will be- 
come smaller as the surgeon practices conserva- 
tism. No one should operate for the gangrene of 
frostbite, but only for a spreading uncontrollable in- 
fection—an uncommon development in this modern 
antibiotic age. 


Treatment in the Intermediate Stage 


The period from the second to the twelfth week is 
of utmost importance to the patient. The extremities 
should be kept clean and exposed to the air. The pa- 
tient should not bear weight on the part until the 
wound is healed or separated. Then, sterile dress- 
ings should be applied. Antibiotics and anticoagu- 
lant therapy should be continued. The use of warm 
(not hot) sterile saline soaks for one hour each day, 
will help in the separation of dead tissue, and the 
sulfonated detergent soaps, such as pHisoderm 
with hexachlorophene, will help. The use of a 
whirlpool type bath is also of value. 

Sympathetic nerve interruption in this stage may 
aid if the arterial supply appears deficient. Some of 
the reported results with sympathectomy have been 
equivocal, but in those in whom sympathetic block 
improves the local lesion, surgical interruption re- 
duces the loss of tissue. In some of the patients, it is 
helpful to use one of the chemical sympathetic 
blocking agents, such as Priscoline or tetra ethyl 
ammonium chloride, or one of the intravenous an- 
esthetic agents. 

Mephenesin (Oranixon), which relieves spasm of 
smooth muscle, was of great help in the control of 
pain in these patients, and many of them preferred 
it to opiates. 

Ambulation must be deferred until the status of 
the circulation has been ascertained. 


Final Surgical Therapy 


Amputation or Graft. In advanced cases, one must 
then decide on whether amputation or plastic graft 
is to be used. One must remember that any part of 
the patient’s limb on which he can stand and bear 
weight is better than the best prosthesis ever in- 
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vented. Time is necessary for selection of a decisive 
surgical procedure. Patients should be given suf- 
ficient time for separation of diseased tissue from the 
living part before anything as irrevocable as an 
amputation is contemplated. 

Hyperhidrosis is a common annoyance in these 
patients. If it does not respond to hygienic and 
conservative measures, surgical sympathectomy will 
be of great help. 

There is also a definite predisposition to causalgia. 


The part may become red, shiny, and extremely 
sensitive. There may be parasthesias and other 
symptoms greater than could be expected from the 
extent of injury. This condition also can be relieved 
by surgical sympathectomy. 


From the Vascular Clinic of St. Vincent’s Hospital of the 
City of New York and the New York University College of 
Medicine. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


The Present Status of... 


ACTH and Cortisone for Medical and Surgical Emergencies 


Tue use of ACTH and cortisone in chronic condi- 
tions has received much attention. Their use in acute 
emergency situations has so far received relatively 
little. There appears to be a definite place for them 
in this field, if the risks attendant upon such appli- 
cation are recognized and guarded against. 

Acute Severe Infections Inadequately Responsive to 
Antibiotics. In 1949, Finland demonstrated that the 
administration of ACTH to a patient with pneu- 
mococcus pneumonia resulted in disappearance of 
the signs and symptoms of the disease, but not in 
eradication of the etiologic organism. This has since 
been shown to be equally true in a large number of 
acute infections. Apparently then, adrenal steroids 
of the cortisone and Compound F type erect a non- 
specific barrier between a variety of bacterial toxins 
and the cells of the host, without in any way in- 
hibiting the growth of organisms. 

By inhibiting the inflammatory reaction, the corti- 
sone-like adrenal steroids may also lessen the ten- 
dency to localization of infectious conditions, 

In view of the above, one may consider the use of 
ACTH and cortisone in severe infections if the fol- 
lowing rules are observed: 

1. Antibiotics alone are adequate for the vast 
majority of acute infections. 

2. The administration of ACTH-cortisone to pa- 
tients with overwhelming infections, by lessening 
systemic toxicity, may result in survival of the pa- 
tient until such time as the antibiotics can take effect. 

3. ACTH-cortisone must never be used in the 
presence of such infectious conditions, except in 
conjunction with appropriate and intensive antibiotic 
therapy. 

4. Hormonal therapy should be discontinued as 
soon as practical. It should be decreased gradually, 
however; not suddenly. 

5. One must constantly keep in mind the ability 
of ACTH-cortisone to “mask” the usual clinical 


picture produced by infectious organisms. A false 
sense of optimism may result unless this is kept in 
mind. 

Precautionary Measures. ACTH and cortisone re- 
sult in excessive breakdown of certain body tissues 
(protein catabolism); potassium and chloride loss; 
interference with carbohydrate metabolism; and so- 
dium retention. All patients receiving these agents, 
therefore, must be maintained on diets which are: 

1. Adequate in calories. 

2. High in protein (120-200 grams per day). 

3. Low in carbohydrate (less than 130 grams 
daily). 

4. Supplemented with potassium chloride (10- 
20 grams daily, except in the presence of renal in- 
sufficiency). 

5. Low in sodium (less than 200 mg. per day, ex- 
cept in the case of pre-existing sodium depletion or 
systemic acidosis). 

Tube feeding must be used in patients who are 
unable to consume an adequate diet. 

Occasionally one may be forced to administer 
ACTH-cortisone to patients with known or sus- 
pected peptic ulcer. It has been shown that the 
hormones increase the production of hydrochloric 
acid in the stomach, and possibly the secretion of 
pepsin. These effects, together with the inhibition 
of the inflammatory reaction and the increased pro- 
tein catabolism, tend to increase the likelihood of 
penetration or perforation of gastrointestinal ulcera- 
tion. For this reason, all patients with a known or sus- 
pected peptic ulcer, who are to receive hormonal 
therapy, must receive more than usually intensive 
ulcer therapy, including continuous aluminum hy- 
droxide; intensive antispasmodics; and adequate 
sedation; in addition to the above general meas- 
ures.—LawRENCE W. Kinsewt, M.D., Institute for 
Metabolic Research of the Highland Alameda 
County Hospital, Oakland, Calif. 
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Modern Management of Inguinal Hernia 


BY AMOS R. KOONTZ, M.D. 


Baltimore, Maryland 


With rare exceptions, an inguinal hernia should always be repaired as soon as possible. The choice of operation 
should be suited to the special conditions of each hernia. But in the final results, the surgeon's skill is more 
important than the kind of operation he selects. The main factors in recurrence of hernias are failure 

to remove all areolar tissue from important structures, tension on suture lines, use of absorbable sutures, and 
basically poor tissues. All of these factors can be prevented by close attention to every detail 


of the operation as well as the postoperative care. 


Even the casual observer realizes that there are a 
great many people in the world suffering from her- 
nia. This problem therefore looms large in our 
lives. Inguinal hernia forms the great bulk of these 
lesions and therefore is most important. 

Four-fifths of all hernias, and more than 90 per 
cent of those occurring in males, are inguinal. The 
draft records for World War II show that more than 
2 per cent of the men examined had these defects. 
While the majority of femoral hernias occur in 
women, there are still more inguinal than femoral 
hernias in that sex. The importance of inguinal 
hernia is then at once obvious. 


Attitudes Toward Hernia Operations 


The first statement to be made with regard to the 
modern management of inguinal hernia is that all 
such defects should be operated upon unless some 
very definite and specific contraindication to the 
operation exists. There was a time when many 


diseases, such as diabetes and heart and lung condi- 
tions, were considered contraindications to elective 
operations. Old age until recent years was con- 
sidered a formidable surgical hazard. With the 
marked improvement in anesthesia and in preopera- 
tive and postoperative care in recent years, contra- 
indications to hernia operations are rare indeed. 

Perils of Neglect. Too many family doctors, and 
even some surgeons, have in the past advised 
against the operation for inguinal hernia. Such ad- 
vice given to a person with a small early hernia will 
possibly lead to his having a large one sooner or 
later. Then the operation will be more difficult, and 
the chance of cure not so good. Why not give him a 
chance to have a simple operation while the hernia is 
small and easy to cure? 

Also, advice against operation to a patient who 
has a large hernia is apt to lead to something worse. 
It will almost invariably become larger, and irre- 
ducibility, incarceration, or strangulation may su- 
pervene, which not only reduces the chance of a 
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permanent cure but increases the mortality rate. 

Advice against, or the deferring of, the operation 
in the aged is more serious than in younger people. 
Almost invariably as old age advances, the patient’s 
tissues deteriorate, the hernia becomes worse, be- 
comes more difficult to retain by a truss, and too 
often incarceration or strangulation occurs. Emer- 
gency surgery in the aged is often disastrous. 
Strenger, Cutler, and others have recently shown 
that aged persons tolerate elective surgery just 
about as well as younger people, while the mortality 
rate for emergency surgery in this group is around 
50 per cent. The lesson is then clear: The operation 
should be performed as an elective procedure before 
any complication supervenes requiring emergency 
surgery. 

Reasons for Neglect. Why is it then that so many 
inguinal hernias are neglected? The answer is that 
too many physicians look upon a hernia as simply 
an anatomic defect of little importance, which may 
or may not be repaired, depending entirely upon 
the whim of the patient. Too often when the patient 
goes to his doctor after first experiencing inguinal 
pain, or discovering an abnormal inguinal pro- 
trusion, the physician will say to him in an off- 
hand manner: “Oh yes, you have a hernia but 
don’t bother about it. It will probably never give 
you any trouble and will probably never require 
an operation.” 

We have all heard that story, but what does the 
doctor mean when he tells his patient that the 
hernia will probably never require an operation. 
He is saying in essence that the hernia will probably 
never become strangulated, will never cause any 
pain (although many of them do cause severe pain), 
nor will ever become a scrotal mass. All too fre- 
quently all of these things do happen. Fortunately, 
however, times are improving somewhat because we 
no longer very often see scrotal hernias so big that 
their possessors would be better off if they had 
wheelbarrows to push them around in front of them. 

Too few doctors tell their patients, in the prime of 
life, as soon as the diagnosis of hernia is made, that 
they should be operated upon as soon as they can 
conveniently arrange it. If that were routine prac- 
tice, complications of hernia would be rare, and the 
recurrence rate would be materially reduced, be- 
cause hernias would come to operation early when 
they are relatively easily cured. Some doctors, when 
they find that their patient has a hernia, will say, 
“Oh, why don’t you get a truss?” Very few of them, 
however, will tell their patients where to go to get a 
properly fitting truss, or will have them come back 


after the truss has been fitted to make sure that the 
fitting is proper. 

Such attitudes might have been excusable fifty 
years ago when the operations of Halsted and Bas- 
sini were yet barely ten years old, and when they 
could hardly have been said to have proved their 
merit. It was a frequent occurrence in those days to 
see men with huge masses on the inside of the legs 
of their pantaloons. The pantaloons hid the mass 
from view, but its presence was no less obvious. In- 
deed, the trousers were often made with one leg 
larger than the other in order to accommodate the 
mass. Naturally the ambulation of such gentlemen 
was considerably impeded. When the noninitiated 
curious asked what was the matter with these gentle- 
men, the answer was given sotto voce that they were 
“ruptured.” That seemed to settle the matter. Al- 
though other people all around them were under- 
going operations for all sorts of conditions all the 
time, it was not considered feasible or advisable to 
attempt to alleviate the sufferings of persons so 
handicapped and so much in danger of intestinal 
obstruction. 

An argument often advanced against the opera- 
tion for inguinal hernia is that the operation is no 
guarantee of a cure, that a large percentage of cases 
recur after the operation. Of course, no surgeon can 
guarantee that an operation for hernia will result in 
a cure. This is disconcerting to the patient, but he 
can generally be reassured when the probabilities of 
a cure are explained to him. Many of the statistics 
on recurrence rates following inguinal hernia re- 
pair are entirely misleading. The recurrence rates 
are all-inclusive and not only include results from 
surgeons of indifferent skill, but include the results 
from experienced surgeons who are handicapped at 
the outset by having a great many difficult and 
neglected cases which would have been handled 
much easier and with much better results in the 
early stages. The figures do not reflect the results 
which these surgeons might have obtained had they 
been able to operate upon the hernias at the optimal 
time. 

Great progress has been made in the technique of 
hernia repair since the original operations of Hal- 
sted and Bassini were published more than sixty 
years ago. Not only has the technique been im- 
proved, but surgery in general and the care of sur- 
gical patients has greatly advanced. These general 
advances have a direct bearing on the hernia prob- 
lem. I contend, therefore, that the attitude of neg- 
lect toward hernia practiced by some physicians 
borders on malpractice. The medical profession at- 
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tempts to teach the public not to treat ailments with 
indifference but to have them treated as soon as 
they appear. Popular magazine articles and radio 
broadcasts have led people to believe that they have 
a right to expect correct advice. What does the pa- 
tient think then when he goes to his doctor with an 
early hernia and has the matter treated with indif- 
ference, only to have it develop into a major disa- 
bility later on? 


The Patient’s Condition 


Once the operation has been decided upon, there 
may be many things to take into consideration. If 
the patient is in early or middle life and is in good 
physical condition, the problem is simple. Most 
inguinal hernias could come in that category if the 
operation were never delayed. 

Older people require more consideration, but, as 
indicated above, withstand operation just about as 
well as those of younger age groups unless it is an 
emergency procedure. 

Concomitant Conditions. There are very few dis- 
eases these days which are contraindications to the 
operation for inguinal hernia. Active tuberculosis is 
no longer a great problem, and neither is heart dis- 
ease unless in a very advanced stage. Diabetic pa- 
tients can now be so well controlled with insulin that 
they may be operated upon readily. 

Chronic cough, especially that due to asthma, 
may be very troublesome. Asthma, however, can as 
a rule be brought under control by careful pre- 
operative treatment. The chronic cough of smokers 
could in all instances be completely eliminated if the 
smoker had the will power to stop smoking. It is sad 
to relate that a great many of them have not. 

Obesity is another obstacle in hernia repair. A 
great deal of the fat of these people is intra-ab- 
dominal, which increases the intra-abdominal pres- 
sure and puts a constant strain on the operative site. 
Here again lack of will power to reduce the diet is at 
fault. About three years ago I operated upon a very 
obese woman, who had a postoperative hernia, twice 
recurrent; a femoral hernia, thrice recurrent; an 
umbilical hernia; and a Spigelian hernia. She re- 
fused to do anything about reducing her weight, 
was also a heavy smoker and refused to stop smok- 
ing. She coughed continuously throughout the post- 
operative period and is still coughing. However, all 
of her hernias have remained cured except the 
femoral hernia, which has again recurred. This is a 
pure and simple case of disgusting self-indulgence. 
However, surgeons cannot make over human nature 
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and have to accept it as it is. There are a good many 
things with which surgeons have to contend that are 
beyond the scope of the art which they practice. 

Preoperative Treatment. It goes without saying 
that in the preoperative period dehydration should 
be combated by giving fluids, and the electrolyte 
balance should be restored if it has been depleted. 
Preoperative sedation is important, especially in 
nervous people, or in people who are to be op- 
erated upon under local or spinal anesthesia. It 
should be kept in mind that old people do not as a 
rule tolerate morphine as well as younger people, 
and too large doses may unduly suppress respira- 
tion. 

The Anesthetic. As in all other operations, the 
choice of the anesthetic is very important. Young or 
middle-aged people tolerate thiopental sodium, sup- 
plemented by nitrous oxide and oxygen, or cyclo- 
propane, very well. Thiopental sodium is contrain- 
dicated in asthmatics, because it causes bronchiolar 
constriction. Some patients prefer spinal anesthesia, 
but in my experience most of them would rather 
have general anesthesia. Spinal anesthesia is gen- 
erally highly satisfactory in aged people. If for any 
reason it is contraindicated, local infiltration anes- 
thesia, especially with Xylocaine, is generally highly 
satisfactory. Ether, after induction with thiopental 
sodium, still has its place, especially in people with 
cardiac disease. 


Choice of Operation 


Since a hernia is an anatomic defect, one would 
think offhand that the closure of the defect would be 
simple and that there would be very little divergence 
of opinion as to the method to be used. We all know, 
however, that this is not the case. The great number 
of operations which have been devised are abundant 
evidence that there is no unanimity of opinion 
among surgeons as to the method of choice. 

Certainly, the type of operation should be made 
to fit the anatomy of the patient being operated on. 
It is well known that the anatomy of inguinal hernia 
varies greatly. In the first place, there are indirect 
and direct inguinal hernias. And then there is the 
saddlebag type, which is a combination of the direct 
and indirect varieties, the hernia sac straddling the 
deep epigastric vessels. 

Indirect inguinal hernias cover such a wide range 
of forms that the casual observer would not suspect 
that there was any relation between the different 
varieties. They vary from hernias with a very small 
sac just protruding through the internal ring, with a 
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Figure 1. The operation for inguinal hernia. The shin has been 
incised and a grooved director has been placed under the 
aponeurosis of the external oblique preparatory to opening tt. 


Figures | through 5 courtesy W. B. Saunders Co.: W. 
B. Coleyin Keen's Surgery; Figure 6 courtesy Ann. Surg.; 
Figure 7 by permission of Surg., Gynec., and Obst.s 
Figures 9, 10, and 11 courtesy of American Surgeon. 


Figure 2. The aponeurosis of the external oblique has been 
opened and retracted. The cord has been lifted from its bed. 
The sac has heen dissected free and ligated at its neck preparatory 
to excision. This is the procedure in both the Halsted and Bassini 
operations. In the Ferguson operation the cord is not lifted 
from its bed. 


very small fascial defect, the rest of the abdominal 
wall being intact, to the immense scrotal variety, 
with a huge defect in the abdominal wall and pres- 
sure atrophy of the structures surrounding it, from 
the long-continued presence of the hernia. The op- 
eration for these two types of indirect inguinal 
hernia must be entirely different. 

A direct hernia presents a different problem, be- 
cause in this type there is marked weakness of the 
transversalis fascia in the Hesselbach’s triangle area. 
If the transversalis fascia were not weak in this 
region, there would be no direct hernia. 

Recurrent hernias may furnish a variety of ana- 
tomic patterns, and their repair often taxes the in- 
genuity of the surgeon to the utmost. The operation 
in children also presents a different anatomic aspect 
from hernias in adults. As a rule the opening is very 
small at the internal ring and the sac narrow. 

The Operation in Early Cases. Russell of Australia, 
years ago claimed that all one had to do to repair a 
primary indirect inguinal hernia was to transfix, 
ligate, and excise the sac. He has had few followers. 
However, a great many people feel, as recently point- 
ed out by Zimmerman, that small indirect inguinal 
hernias in patients with good transversalis fascia 
may be simply repaired. He recommends simply 
ligating and excising the sac and repairing the de- 
fect in the transversalis fascia. Nothing more is done 
in the way of a plastic repair. In such cases while 
one has the sac open, and before ligating and ex- 
cising it, the finger can be put into the abdominal 
cavity, and the inner surface of the floor of the in- 
guinal canal can be palpated for any weak spots. If 
any are present, the plastic repair must be more 
complete. 

A great many surgeons feel that ligation and ex- 
cision of the sac is all that is necessary in children. 
Certainly there are very few recurrences in children 
when this method is used. Most surgeons believe, 
however, that the structures should be carefully 
sutured around the cord so as to close any opening 
in the fascia that might be present. 


The Standard Operations 


Of the modern operations for hernia repair, the 
Halsted, Bassini, Ferguson, and the Cooper’s liga- 
ment repair are in greatest vogue. In the first three 
operations named, the conjoined tendon is sutured 
to Poupart’s ligament. (When the term “conjoined 
tendon” is used, it will be meant to include not only 
the conjoined tendon proper but the internal oblique 
muscle and transversalis fascia just lateral to it.) 
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The main difference between the three operations is 
in the location of the cord with regard to the con- 
joined tendon. In the Halsted operation the cord is 
transplanted subcutaneously, in the Bassini opera- 
tion the cord is transplanted between the aponeuro- 
sis of the external oblique and the conjoined tendon, 
and in the Ferguson operation the cord is left in its 
bed and the conjoined tendon sutured to Poupart’s 
ligament over it. In the Cooper’s ligament operation 
the conjoined tendon is sutured to Cooper’s liga- 
ment, instead of to Poupart’s ligament, and the cord 
may be placed either in the Bassini position or the 
Halsted position. In the Ferguson-Andrews opera- 
tion, the cord is of course left in its bed, but the 
flaps of the aponeurosis of the external oblique are 
overlapped instead of having their edges simply ap- 
proximated, as was done in the original Halsted and 
Bassini operations. 

The Halsted Operation. In this operation (Figures 
1 to 5) the skin and subcutaneous tissue are incised 
and the aponeurosis of the external oblique is split 
in the direction parallel to its fibers. The cord is 
elevated and retracted. The sac is dissected free, 
and, if it has a narrow neck, it is transfixed, ligated, 
and excised. If the neck of the sac is broad, after 
excision of the sac, it may be closed with a running 
stitch. The conjoined tendon is then sutured to 


Figure 4. The conjoined tendon has been sutured to Poupart’s 
ligament down to the spine of the pubis. One suture has been 
placed above the cord at the internal ring in order to close that 
ring snugly. If the Bassini operation is to be done, the cord will 
then be dropped on this suture line and the aponeurosis of the 
external oblique closed over it. If the Halsted operation is to 
be done, the cord will be kept retracted and the aponeurosis of 
the external oblique will be closed under it. 
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Figure 3. The sac has been excised and the conjoined tendon is 
being sutured to Poupart’s ligament unveER the cord. This is 
the procedure in both the Halsted and Bassini operations. In 
the Ferguson operation, the cord having been left in its bed, the 
conjoined tendon is sutured to Poupart’s ligament over the 
cord. 


Figure 5. The aponeurosis of the external oblique is being closed. 
This is usually closed with interrupted sutures and its edges 
are frequently overlapped. If the Bassini operation has been 
done, the cord should be shown emerging from the opening in 
the aponeurosis at the lower end of the incision. If the Halsted 
operation had been done, the cord would emerge through the 
aponeurosis in the region of the internal ring and would 
finally lie external to the aponeurosis. 
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Poupart’s ligament under the cord. The aponeu- 
rosis of the external oblique is then sutured, either 
by simply approximating its edges or by overlapping 
the edges, and the cord is dropped on the aponeu- 
rosis. The subcutaneous tissue and skin are then 
closed. 

An objection that has been raised to this opera- 
tion is that it “destroys the obliquity of the canal” 
and brings the internal and external rings opposite 
each other. This is said to predispose to recurrence. 
I do not believe that this is the case if the sac has 
been properly dealt with. The sac should always be 
thoroughly excised. High ligation of the sac is con- 
sidered by everyone a sine qua non of hernia repair. 
Besides, the structures around the cord should be 
closed snugly so that there is no chance for a pro- 
jection of peritoneum to protrude through the in- 
ternal ring. It is a good idea to suture the cord itself 
to one of the surrounding structures in order to 
prevent a downward tug of the cord on the peri- 
toneum, thus possibly starting a new hernia sac. 

Another objection advanced against the sub- 
cutaneous transplantation of the cord has been that 
in thin people it may prove a source of tenderness. 
I have never seen this occur. 

I believe that the subcutaneous transplantation 
of the cord is the best method of handling it, for two 
reasons. First, it removes the weak spot from the 
lower angle of the wound where most recurrences 
occur. In either the Ferguson or the Bassini opera- 


tion, there is an opening left at the lower angle of the 
wound for the cord to emerge. Second, I believe 
that the subcutaneous transplantation of the cord 
is better than leaving it in the Bassini position, be- 


cause in the latter position the cord is interposed 
between the conjoined tendon and the aponeurosis 
of the external oblique. If there is no structure such 
as the cord between these two layers, they will grow 
together, and the combined structure will form a 
firmer buttress against intra-abdominal pressure 
than if it is separated into layers by the cord. 

The Bassini Operation. The Bassini operation, as 
stated above, differs from the Halsted operation 
only in the position of the cord (Figures 1 to 5). 
Instead of being placed in the subcutaneous posi- 
tion, it is placed between the conjoined tendon and 
the aponeurosis of the external oblique. 

The Bassini operation is still undoubtedly the 
most widely used of all the operations for inguinal 
hernia repair. This is probably largely the result of 
the early influence of Bassini on hernia repair. 
While Bassini and Halsted worked out their respec- 
tive operations simultaneously and independently, 


Bassini’s operation had the advantage of being the 
European operation, and his article was published 
in what was at that time probably the leading sur- 
gical journal of the world. European surgery far 
overshadowed American surgery. Not only did 
Halsted have the disadvantage of being an Ameri- 
can, but also the article describing his operation 
was published in the first issue of the Bulletin of the 
Johns Hopkins Hospital. Not only was the journal 
Halsted chose a newcomer in the field, but also the 
hospital from which he published it (the Johns 
Hopkins) had been open for less than a year, so the 
weight of prestige was all in Bassini’s favor. Both 
operations have given excellent results in the hands 
of thousands of surgeons. The Halsted operation 
has been much more widely used in recent years. 

The Ferguson Operation. In this operation (Figures 
1 to 5) after the inguinal canal is opened, the cord is 
not removed from its bed at all, but the sac is dealt 
with just as in the other two operations. The con- 
joined tendon is then sutured to Poupart’s ligament 
over the cord. This operation has never been con- 
sidered suitable for direct hernias, because in direct 
hernias it is essential to suture the conjoined tendon 
to Poupart’s ligament right down to the spine of the 
pubis in order to close effectively the Hesselbach’s 
triangle area. It is my feeling that it is important to 
close the aponeurosis of the external oblique tightly 
down to the spine of the pubis also. This cannot be 
done without transplanting the cord subcutane- 
ously. However, both the Bassini and the Halsted 
operations are frequently used for direct hernia 
repair. 

Following the influence of Lucas-Championniere 
in France and E. Wyllys Andrews in this country, 
most surgeons have, from the mid 1890’s on, closed 
the aponeurosis of the external oblique by over- 
lapping its edges. Lucas-Championniére, who first 
used this procedure, utilized a simple overlapping 
of the edges. Andrews placed the cord between the 
overlapped edges of the aponeurosis. His method 
of so placing the cord has not been followed very 
largely, but in spite of that his name has stuck to the 
procedure of overlapping, and the Ferguson opera- 
tion is often called the Ferguson-Andrews opera- 
tion, especially if the edges of the aponeurosis of the 
external oblique are overlapped. It is my personal 
feeling that this procedure adds very little to the 
strength of the repair and that the tension caused 
by the overlapping does more harm than good. Al- 
though I was brought up on this procedure and 
used it for years, I no longer do it but simply ap- 
proximate the edges of the external oblique aponeu- 
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rosis. I find that many other surgeons have also 
gotten away from the imbrication procedure. 

The Ferguson-Andrews operation is often called 
the Halsted II operation or the Hopkins operation. 
The reason for this is that during the whole decade 
1890-1900, Halsted was experimenting with leaving 
the cord in its bed and also with overlapping the 
aponeurosis of the external oblique. He did not, 
however, publish his new operation until 1903. In 
the meantime, both Ferguson and Andrews had 
published their procedures, and so also had Lucas- 
Championni€re. 

The Cooper’s Ligament Operation. Cooper’s liga- 
ment was first used in the repair of inguinal hernia 
by Lotheissen in 1898. In recent years, however, the 
operation has been revived and popularized by 
McVay and Anson. The latter authors have pointed 
out that the conjoined tendon is in the same fascial 
plane as Cooper’s ligament, and that therefore it is 
more logical to suture those structures together 
than to suture the conjoined tendon to Poupart’s 
ligament. Poupart’s ligament is in the same fascial 
plane as the fascia lata and the aponeurosis of the 
external oblique. If, therefore, the conjoined tendon 
is sutured to Poupart’s ligament, the fascial planes 
are transposed. 

The Cooper’s ligament operation is performed 
just as the Halsted or the Bassini until the closure is 
started. Then instead of suturing the conjoined ten- 
don to Poupart’s ligament, it is sutured to Cooper’s 
ligament (Figure 6). If the transversalis fascia is 
thin or absent in Hesselbach’s triangle, it is easy 
enough to expose Cooper’s ligament. If, however, 
the transversalis fascia is thick and strong in this 
area, it must be cut through in order to expose 
Cooper’s ligament. Once the ligament is exposed, 
the conjoined tendon is sutured to it with four to 
six interrupted sutures. This brings the suture line 
laterally almost to the external iliac vein. 

It is important to expose Cooper’s ligament thor- 
oughly before the sutures are placed, for two rea- 
sons. In the first place, if the ligament is not thor- 
oughly exposed and areolar or adipose tissue is left 
adherent to it or adjacent structures, the resulting 
union will not be good. In the second place, if it is 
not thoroughly exposed, and the sutures are placed 
blindly, the surgeon may injure the external iliac 
vein. 

After the conjoined tendon has been sutured to 
Cooper’s ligament, the cord may be left in either 
the Bassini or the Halsted position, depending 
upon the judgment of the surgeon. If the cord is left 
in the Bassini position, it very nicely fills in a little 
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Figure 6. This shows the Cooper’s ligament repair. The cord has 
been retracted and the sac has been dealt with as usual. Sutures 
have been placed between the conjoined tendon and Cooper’s 
ligament. The external iliac vessels lie lateral to the suture line. 
Poupart’s ligament is shown below the suture line. 


dead space area left between Cooper’s ligament and 
Poupart’s ligament. If it is placed in the Halsted 
position, this dead space may be filled in with Gel- 
foam. I personally prefer the latter. 

It seems illogical to me to do the Cooper’s liga- 
ment operation in those cases in which the trans- 
versalis fascia is strong in Hesselbach’s triangle. 
The operation seems peculiarly suitable to direct 
or recurrent hernias in which this fascia is either 
absent or very weak. In some indirect hernias, 
especially scrotal hernias, Hesselbach’s triangle may 
be very contracted due to the pushing mesially of 
the deep epigastric vessels by the large hernia sac. 
In these cases the fascial situation is often almost 
the same as that in direct hernias. However, if the 
transversalis fascia is strong in Hesselbach’s tri- 
angle, it seems to me that it should be undisturbed 
and not cut through in order to do a Cooper’s liga- 
ment repair. 


The Role of White Fascia 


There has been much discussion in the literature 
of fascia to fascia apposition in the repair of in- 
guinal hernias. I think that everyone will agree that 
the repair of any defect is better accomplished, and 
the result apt to be stronger, if the edges of the 
defect brought into apposition by suture are com- 
posed of strong white fascia. There has been much 
talk of bringing strong transversalis fascia down to 
Poupart’s ligament and leaving muscle out of the 
picture completely. That is fine, and all will agree 
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that it is desirable, but what does one do in those 
cases in which there is no transversalis fascia, or in 
which at most it is found to be a very weak flimsy 
structure? In such cases certainly the only sub- 
stitute available for the white fascia is muscle. 

Some have claimed that muscle will not grow to 
fascia and that therefore it is idle to suture the 
internal oblique muscle to Poupart’s ligament or to 
any other fascial structure. However, I believe it 
has been amply demonstrated that muscle will grow 
to fascia if the areolar tissue is carefully removed 
from both structures before they are sutured to- 
gether. It has also been demonstrated that the 
union is in reality a fascia to fascia union, the fibrous 
components of the muscle (the epimysium, peri- 
mysium, and endomysium) forming the union with 
the fascia, and the muscle fibers themselves being 
completely inert in the process. 

Of course pure white fascia would form a stronger 
union with Poupart’s (or Cooper’s) ligament than 
muscle, because the white fibrous elements are more 
abundant in pure white fascia than in muscle. How- 
ever, when the former is absent, the latter has been 
proved to be an excellent substitute. Besides the 
experimental proof, every surgeon in operating for 
recurrent hernias has frequently seen the internal 
oblique muscle so firmly grown to Poupart’s liga- 
ment that the two could only be separated by sharp 
dissection. 

In those cases in which the defect is large and 
the tissues with which to repair the defect are poor, 
I have used tantalum gauze to reinforce these struc- 
tures. This is a very valuable adjunct in hernia re- 
pair. 


Causes of Recurrence 


A great many follow-up reports on inguinal 
hernia indicate that the best results in hernia repair 
are not necessarily due to the type of operation 
used, but to the skill of the surgeon performing the 
operation. We ali know that excellent results may 
be obtained by any of the standard methods men- 
tioned above. The failure is often due to treating 
the operation for hernia in an offhand or slipshod 
fashion. Such methods are bound to result in failure. 
It cannot be too strongly stressed that successful 
hernia repair is the result of infinite pains and close 
attention to every detail of the operation as well as the 
postoperative care. Failure to recognize this principle 
is bound to result in an unduly high recurrence 
rate. 

It is axiomatic that the sac must be dissected free 
and that a high ligation (or suture) must be per- 


formed in indirect inguinal hernias. For direct in- 
guinal hernias, it is often not necessary to open the 
sac at all because the sac may form simply a bulging 
through Hesselbach’s triangle. If this is covered 
with fat, the fat should be removed. If the sac is 
large it should be opened and dealt with in very 
much the same manner as an indirect sac. However, 
a small diffusely bulging sac may often be plicated 
without being opened. In the case of saddlebag 
hernia, the direct sac may be converted into part of 
the indirect sac by the Hoguet maneuver (exerting 
traction on the indirect sac and pushing the areolar 
and adipose tissue away from the direct sac until it 
comes up as part of the indirect sac). 

Conceding that the sac has been dealt with 
properly, what are some of the other factors con- 
cerned in the recurrence of inguinal hernia? I have 
felt for years that the following are among the most 
important: (1) the presence of areolar tissue left on 
important structures which are to be sutured to- 
gether; (2) tension; (3) the use of absorbable su- 
tures; and (4) poor tissues. 

The importance of thoroughly removing areolar 
tissue from all important structures that are to be 
sutured together was amply demonstrated in my 
experiments more than a quarter of a century ago. 
The presence of areolar tissue on any structures to 
be sutured together results in a poor filmy, flimsy 
type of union that has no strength whatever. Thor- 
ough removal of areolar tissue before such struc- 
tures as muscle and fascia are sutured together 
brings these structures into more intimate contact 
and results in a type of union as strong as the su- 
tured structures themselves. 

Why is it then that in operating for recurrent 
hernia the surgeon frequently sees the internal 
oblique muscle thoroughly united to Poupart’s 
ligament throughout part of the suture line but 
pulled away from it throughout the remaining por- 
tion? What is the cause of this firm healing in one 
place and complete lack of healing in the other? It 
might possibly be that the areolar tissue was 
cleaned away from the sutured structures in a hap- 
hazard fashion, being thoroughly cleaned away in 
one portion of the suture line and not cleaned away 
in the remaining portion. Tension undoubtedly 
plays a part. However, my own observation leads 
me to believe that too many surgeons pay too little 
attention to thoroughly cleaning areolar tissue from 
important structures before suturing them to- 
gether. 

It is obvious that lack of tension is desirable in the 
closure of any wound. This is especially important 
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in hernia repair. We have all heard professors of 
surgery preach against the sin of tension. We have 
also seen these same professors, in operating for 
hernia, commit that sin, bringing structures to- 
gether under such tension that the feat would have 
been impossible but for the heavy suture material 
they were using in the repair. 

It is undoubtedly true that there are times in 
which some tension is entirely unavoidable, yet in 
operating for inguinal hernia, utilization of the re- 
laxation incision in the sheath of the rectus muscle, 
which was introduced by Halsted many years ago, 
will in most cases entirely eliminate tension. After 
making this incision it is remarkable with what ease 
the conjoined tendon can be drawn down to either 
Poupart’s or Cooper’s ligament. Exposure of the 
rectus sheath for making the relaxation incision is 
easily accomplished by simply lifting up the inner 
flap of the aponeurosis of the external oblique and 
separating it from the rectus sheath by blunt dis- 
section with the finger. (In operating for recurrent 
hernias this will often require sharp dissection.) 

The relaxation incision in the rectus sheath is 
made close to the reflection of the aponeurosis of 
the external oblique and is extended upward from 
the symphysis for approximately three inches. This 
places the incision over the center of the muscle. 
If the incision is made near the edge of the rectus 
muscle, the cut edge of the sheath may become re- 
tracted away from the muscle when the conjoined 
tendon is sutured to Poupart’s (or Cooper’s) liga- 
ment. When Halsted first introduced this pro- 
cedure, he pointed out that such a gap left along 
the lateral edge of the rectus muscle weakens the 
abdominal wall at that point. 

It is obvious that the cure of inguinal hernia de- 
pends upon those structures used in the plastic 
repair remaining closely in apposition until firm 
healing ensues. If this is true, are we not then in- 
viting disaster if we use absorbable sutures which are 
likely to be absorbed before such healing takes 
place? It is well known that the rate of absorption 
of catgut is variable and that no one can tell whether 
the material will be absorbed rapidly, quickly losing 
its tensile strength, or whether it will persist, hold- 
ing the important structures in apposition until firm 
healing is accomplished. 

Many surgeons have reported higher recurrence 
rates with absorbable sutures than with non-absorb- 
able sutures. Parsons reported a recurrence rate 
almost four times as high when catgut was used as 
when silk was used. It seems obvious that non- 
absorbable sutures should be used, and that to use 
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Figure 7. Tantalum gauze to reinforce Hesselbach’s triangle. 
A Cooper’s ligament repair has been done. The Hesselbach’s 
triangle area has been reinforced by suturing in a piece of 
tantalum gauze. The lower edge has been sutured to Poupart’s 
ligament with black silk. A deep suture has been placed in the 
depression over the conjoined tendon-Cooper’s ligament suture 
line so that the gauze will adhere to the suture line and steadily 
reinforce it after fibrous tissue has grown through the gauze. 
A larger piece of tantalum gauze is frequently used extending 
above the internal ring. In these cases a V-shaped slit is made in 
the gauze for the cord. The mesial, upper, and lateral edges of 
the gauze are seldom sutured as the gauze is readily held in 
place by the aponeurosis of the external oblique when the two 
flaps are sutured together over it. 


absorbable sutures is to invite an unduly high re- 
currence rate and discredit the operation. 

I personally prefer silk or cotton, and of a fairly 
large caliber, so it will not cut through. These su- 
tures should be tied snugly but not tightly. Wire 
sutures tend to cut through. So do small caliber silk 
sutures. The only objection to silk or cotton is that 
in those cases in which the wound becomes in- 
fected, a sinus tract persists until the offending su- 
ture is removed. However, infections in clean 
wounds are very rare these days, and the occasional 
one can be eliminated by giving penicillin prophy- 
lactically for a few days after operation. 

Every surgeon has operated upon patients with 
such poor tissues that he felt foredoomed to failure 
while still at the operating table. Large direct 
hernias, large indirect scrotal hernias of long stand- 
ing, and recurrent hernias, are the types which are 
prone to have such poor tissues. Often there is no 
transversalis fascia to be found anywhere. Often also 
the conjoined tendon, instead of being normally at- 
tached to the spine of the pubis, is attached one or 
two centimeters higher up to the linea semilunaris. 
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This leaves a large defect in the Hesselbach’s triangle 
area, the edges of which are not easily approximated. 
A relaxation incision in the sheath of the rectus 
helps, but even this does not supply the woeful lack 
of good material with which to repair the defect. 
Various methods have been used for this repair, 
such as flaps of fascia, free transplants of fascia, pre- 
served sheets of fascia, and autogenous and pre- 
served strips of fascia. All of these methods have 
been used with varying degrees of success. For the 
past several years I have been using a piece of tanta- 
lum gauze to reinforce this whole area (Figure 7). 
Sometimes only Hesselbach’s triangle seems to need 
this type of reinforcement. However, as time has 
gone on I have used larger pieces—large enough to 
extend above the cord. A V-shaped slit is made for 
the cord at the internal ring. The lower edge of the 
tantalum gauze is sutured to Poupart’s ligament 
over the first suture line (conjoined tendon to Pou- 
part’s or Cooper’s ligament) and is generally left 
free without suture above. The infiltration of the 
gauze with fibrous tissue furnishes a very strong 
buttress in this area, and results so far lead me to 
believe that the ultimate results will be better than 
those hitherto obtained by the older methods. 


Recurrent Hernias 


Recurrent inguinal hernias, especially those 
which have been operated upon several times before, 
often tax the ingenuity and skill of the surgeon to 
the utmost. Every device that will insure against 
further failure should be used. The procedure em- 
ployed should be carefully thought out, and me- 
ticulous care should be used in its execution. 

A great many surgeons feel that it is necessary 
to remove the testicle in certain cases of recurrent 
hernia in order to effect a cure. I do not believe that 
this is often the case. The cord is seldom a deter- 
rent to cure. Besides, the patient is rare who will 
submit tamely to losing a testicle, even though he is 
assured that he will get along just as well with one 
as with two. The occasional patient, when the sub- 
ject is mentioned to him, will meekly yield saying, 
with an unpardonable lack of pride, that he does 
not need it anyway. However, he is the exception, 
not the rule. The average patient will flatly say that 
he will not submit to the operation if he has to lose 
a testicle thereby. He considers even unilateral 
orchidectomy to be surgical mayhem. For this 
reason I think it is useless to discuss the subject 
with the patient about to have an operation for re- 
current inguinal hernia. 


Very occasionally it is found that the cord is a 
deterrent to successful hernia repair. Sometimes, 
because of previous operations, the cord emerges 
from the abdominal cavity through a large opening 
with rigid edges due to dense scar tissue. In such 
cases the cord can simply be ligated at the internal 
and external rings and the intermediate portion 
excised. This allows a complete closure of the in- 
ternal ring. Atrophy of the testicle seldom follows 
this procedure, provided the testicle has not been 
disturbed from its normal attachments during the 
resection of the cord. If this has not been done, the 
collateral circulation is sufficient to prevent atrophy. 

In the case of large and difficult bilateral recur- 
rent hernias, or primary ones too for that matter, it 
is often best to operate on only one side at a time. 
This is especially true if the structures are poor and 
the defects large. In such cases it is best to operate 
on the worst side first and then operate on the 
other side in a week or ten days while the patient is 
still in the hospital. This will make his stay in the 
hospital only slightly longer, and his convalescence 
from the two operations will be practically the same 
as for one. Even if the second hernia is a small one 
(either primary or recurrent), if the first one is a 
large one with poor structures, it is better to defer 
operation on the second side. 

This procedure, however, does not hold for the 
ordinary bilateral hernia. Most of these cases can 
be operated upon at one sitting with safety. The 
important thing is to have relaxation incisions in the 
sheath of the rectus on each side, so that the opera- 
tion is done without undue tension, and so that one 
side will not be pulling against the other. 

However, if it is planned to operate on both sides 
at the same time, and it is found while operating on 
the first side that the nature of the hernia is such as 
to make operation on the second side undesirable, I 
do not hesitate to defer operating on the second 
side, even at the risk of disappointing the patient. 
Most patients will understand the matter when it is 
explained to them and will submit to the second 
operation a week or so later; a few patients, how- 
ever, will not submit, but that should make no dif- 
ference. It is far better to have one successful repair 
than to run the risk of failure by doing something 
that is contrary to sound surgical judgment. 


The LaRoque Approach 


In 1919 LaRoque advocated an abdominal ap- 
proach to all inguinal hernias. He made a muscle- 
splitting incision about an inch above the internal 
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ring and entered the abdominal cavity there. After 

dissecting the sac free from below, he put his finger 

into the sac through the internal ring (from the 

abdominal cavity) and then with forceps on the 

’ outside, pushed the sac against his finger up into 

the peritoneal cavity and resected it there. In this 

way he obtained a very high resection of the sac. 

In my opinion the LaRoque approach has been 

entirely too much neglected. I do not believe in 

using it as a routine, but there are many cases in 

which it is especially applicable. Probably the great 

majority of surgeons have never used it, and cer- 

tainly a great many are not even familiar with it. 

The method is particularly valuable in recurrent 

hernias, especially those that have been operated 

upon several times before and in which the anatomy 

is greatly distorted and the distortion further com- 

plicated by dense scar tissue. In these cases the 

exaci location of the sac is often not immediately 

apperent from the inguinal approach. A great deal 

of time is saved by entering the abdominal cavity 

through the LaRoque approach and immediately 

determining with a finger through the abdominal 

5 opening exactly where the sac is and its relation to 

the various structures surrounding it. In such cases 

the method may prevent injuring an important 
viscus such as the bowel or bladder. 

Indeed, in any instance in which the sac is not 
readily found through the inguinal approach, the 
LaRoque incision is a great time saver. An instance 
is that of multiple lipomata of the inguinal canal, in 
which case there is often doubt as to whether a 
hernia exists or not. A finger in the abdominal 
cavity immediately determines this. The method 
also discloses the strength of the floor of the in- 
guinal canal, and by it the presence of any other 
type of hernia (direct or femoral) than the one 
suspected is easily determined. 

Sliding Hernia of the Large Bowel. It is in this 
type of hernia that the LaRoque approach is 
probably more useful than in any other type. La- 
Roque advocated the application of his method to 
sliding hernias in 1932. It has also been extensively 
used by Carrington Williams and the present 
writer. The method transforms an operation which 
is difficult when attempted from the inguinal ap- 
proach alone, into a comparatively easy one. 

Every surgeon in operating upon large sliding 
hernias from the inguinal approach has been aware 
of the inadequacy of the method, and of the diffi- 
culty in making sure that the bowel is properly re- 
duced into the abdominal cavity, and that the repair 
is adequate to make it stay there. In using the La- 


GP e January, 1953 


Roque approach, the surgeon by exerting traction 
on the bowel from above through the muscle- 
splitting incision, and by pushing from the inguinal 
route from below, usually easily brings the involved 
bowel well up into the abdominal cavity and is able 
to deal with it effectively there. He may then pro- 
ceed with his repair by any method which he 
chooses. 

During the last couple of years I have had several 
cases of large scrotal sliding hernias which could 
not be reduced, even using the LaRoque approach 
with its associated advantage of being able to exert 
traction from above and taxis from below. The mass 
of large bowel which formed part of the wall of the 
hernia sac was so big that it was physically impos- 
sible to reduce it through the internal ring. In these 
cases the lateral abdominal muscles were freed by 
cutting through their attachment at the linea semi- 
lunaris. A flap was turned back which, after reduc- 
tion of the hernia, could easily be sutured into 
place again (Figures 8 to 11). 


Special Complications 
Bladder Complications. Sliding hernia of the blad- 


der is not uncommon in femoral hernia. It is more 
uncommon in inguinal hernias. Bladder complica- 
tions in the repair of inguinal hernias, however, are 
not too uncommon. There has been a saying that 
one is not a surgeon until he has gotten into the 
bladder in performing inguinal hernioplasty. A 
resident in surgery in a famous institution once 
quoted this saying to his professor after he had got- 
ten into the bladder in doing a hernia repair. The 
professor replied, “Yes, but I didn’t expect you to 
become a surgeon so soon.” 

I have had two personal experiences with this 
mishap. Both involved diverticula of the bladder. 
The first case was that of a primary indirect inguinal 
hernia. The diverticulum formed part of the wall of 
the hernia sac and was entered while dissecting the 
sac free, without realizing that the diverticulum 
existed. Ordinarily when a normal bladder is pres- 
ent, the full thickness of all of its coats makes it 
rather readily recognizable, so there is very little 
danger of getting into it. When a diverticulum is 
present, however, only the mucosa is present in it, 
and this is very much thinned out, so it is very easy 
to get into it. 

My second case was that of a direct recurrent her- 
nia in a surgical colleague. The recurrence came 
directly through the conjoined tendon, instead of 
below it, and the very large sac ballooned out 
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Figure 8. Handling of large irreducible scrotal sliding hernia 
of the large bowel. The LaRoque incision has been made above 
the internal ring. An incision is made along the dotted line in 
order to turn back a flap of the lateral abdominal muscles. 


through a rather small opening in the conjoined 
tendon. The sac had dragged part of the bladder 
along with it, but here again the dragging process 
had produced a diverticulum of the bladder com- 
prised only of mucosa with all the other elements of 
the bladder wall missing. In dissecting the sac free, 
the diverticulum was entered. 

In both of these instances the mucosa of the blad- 
der was sutured with continuous plain catgut, rein- 
forced by interrupted sutures of chromic catgut. A 
retention catheter was placed in the bladder and 
left in for several days. There was no mishap except 
that disagreeable cystitis developed in my surgical 
colleague. Some surgeons do not place retention 
catheters in the bladder after it has been acciden- 
tally opened in hernia repair. If the bladder wound 
is properly sutured, I believe it is hardly necessary, 
and certainly absence of the catheter prevents the 
further complication of cystitis. 

Strangulated Hernia. Strangulated hernia fur- 
nishes the most common type of intestinal obstruc- 
tion. The principles of dealing with it are the same 
as those for other types of intestinal obstruction and 
cannot be gone into in detail here. If immediate re- 
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Figure 9. The muscle flap has been reflected to the side and the 
hernial mass has been reduced through the internal ring. 


section is required, the operative mortality is high. 

Taxis should be avoided. Patient should be 
treated for shock and dehydration if present. Gas- 
tric suction should be instituted. Advanced cases 
do better under spinal than under general anes- 
thesia. The operation should be directed at reliev- 
ing the intestinal obstruction. The repair of the 
hernia is a secondary matter and can always be done 
later. If the bowel is viable, the patients do well. 
Generally, this can be readily determined either by 
the application of hot packs to the bowel or by ad- 
ministering pure oxygen to the patient. If the bowel 
is not viable, resection and anastomosis can be ac- 
complished if the patient is in good condition. If 
the patient is not in good condition, lives are some- 
times saved by simply bringing out the loop of 
bowel and dealing with it later. 


Postoperative Care 


One of the most important periods in the post- 
operative care is the period immediately after the 
operation is finished. I am convinced that many re- 
currences develop even before the patient leaves the 
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operating room. These are due to straining under 
anesthesia, and thereby breaking sutures. During 
operations I have seen patients become too light, 
strain violently, and break heavy silk sutures which 
had already been placed. Fortunately the wound 
had not been closed and the damage could be re- 
paired. However, when the patient strains after the 
wound has been closed, the surgeon is unaware of 
any damage that may be done. 

A great many anesthetists feel that the patient 
should be practically awake by the time the opera- 
tion is over. When that is the case, I like my pa- 
tients to have a large dose of morphine before leav- 
ing the operating room, so they will not start strain- 
ing while they are insensitive to pain. By the time 
the morphine has worn off, the pain will keep them 
from straining and doing themselves damage. 

We often see anesthetists at the end of an opera- 
tion, with the patient almost awake, begin to suck 
out the air passages and thereby induce violent 
straining and coughing. Nothing could be worse for 
the suture line. I much prefer to have my patients 
kept beyond the straining stage until they get back 
to their rooms, and then to have morphine as soon 
as they start moving around in bed the least bit. 

Coughing, vomiting, and straining at stool put a 
tremendous strain on the suture line. Coughing can 
be kept at a minimum by giving sedatives and in- 
halations. Vomiting can be pretty effectually elimi- 
nated by the use of Dramamine and the Levin tube. 
Straining at stool can be prevented by mild cathar- 
tics or one of the gum substances which forms bulk 
and causes the patient to have large, soft, easy stools. 

I strongly believe in tight firm dressings which 
give the entire lower part of the abdominal wall firm 
support. Not only do patients feel more comfortable 
with this type of dressing, but the dressing gives 
their wounds some support in case of any inadver- 
tent straining. I find it practically impossible to get 
house men to use this type of dressing these days. 
They think it is old-fashioned. They prefer to use a 
couple of narrow straps of adhesive approximately 
the width of the shoulder-strap on the chemise of a 
Lilliputian. I strongly deprecate such a practice. 

Early ambulation is a great adjunct to the post- 
operative care. I prefer to get my patients up the 
same day, and many of them like the idea. I do not 
believe in pushing the unwilling ones too hard 
however. They void better if they are out of bed. 
It may be noted that the strain of getting out of bed 
is less than the strain of getting on a bedpan. Being 
up and around improves the circulation and keeps 
the patients in positive nitrogen balance. 
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Figure 10. The herniated mass of bowel has been properly re- 
placed in the abdominal cavity. The peritoneum of the LaRoque 
incision has been closed. 


Early ambulation however does not mean sitting 
around in a chair all day. For the first few days after 
operation, the patient should be either lying almost 
flat or walking around. His sitting periods should 
be brief so as not to flex the veins in the groin and 
predispose to thrombosis. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Figure 11. The muscle flap has been sutured in place at the 
linea semilunaris. The LaRoque muscle splitting incision is 
being sutured. 
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Bronchiolar constriction and retardation to expiration are the basic abnormalities. Other clinical and 

physiologic effects depend upon the degree of pulmonary insufficiency. Drugs to release bronchospasm and 
antibiotics to control infections have great value; often they are best given by the aerosol method. Physical 
methods—breathing exercises especially—are used to improve the mechanics of respiration. In far-advanced cases, 
oxygen therapy must be used cautiously. When cor pulmonale develops, heart failure is treated in the 


usual way, including administration of digitalis. 


CHRONIC PULMONARY emphysema is one of the most 
distressing of the chronic pulmonary diseases. The 
pathologic findings, as a rule, are not as helpful as 
the physiologic findings in understanding this dis- 
abling disease and its management. The common 
denominator appears to be bronchiolar constriction 
and retardation of expiratory air flow. The clinical 
manifestations depend upon the degree of pul- 
monary insufficiency. They may range from cough- 
ing, wheezing, and shortness of breath on exertion 
in the early stages; to the effects of chronic hy- 
poxia and carbon dioxide retention in the inter- 
mediary stages; and to chronic cor pulmonale with 
heart failure in the final stages. Many patients do 
not survive to the final stage. 


Therapy To Be Used Cautiously 


A careful evaluation of bronchial and parenchy- 
mal factors will permit more rational therapy. 

Ephedrine, although of some value, may cause 
delayed bladder emptying and urinary retention 
in the male patient with prostatism. Intramuscular 


epinephrine will relieve the bronchospasm but may 
cause an increase in the cardiac output. In the 
allergic patient, bronchoscopic and bronchographic 
procedures may be disastrous when Pontocaine or 
cocaine is used for topical anesthesia, or Lipiodol 
is instilled for bronchographic visualization. 

The use of drugs which depress the respiratory cen- 
ter and sudden administration of high concentrations 
of oxygen should be avoided as single procedures and 
more particularly in combination. This will be dis- 
cussed more fully under oxygen therapy. 

The patient should be informed about the haz- 
ards of upper respiratory infections and overexer- 
tion. Recovery from these episodes is slow, but 
fortunately most of the physiologic changes are 
reversible with vigorous therapy, namely chair rest 
with graded exercises and the use of antibiotic and 
bronchodilator drugs. 

Symptomatic Treatment. The various factors re- 
sponsible—occupational, infectious, or allergic— 
should be analyzed in every case. Specific measures, 
e.g., hyposensitization, although too often disap- 
pointing, should be attempted. 
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The bronchitic cough is one of the most trouble- 
some manifestations and may actually serve as the 
trigger mechanism for more extensive bronchiolar 
spasm and alveolar disintegration. The expectorant 
antihistaminic preparations, such as Benylin Com- 
pound or Pyribenzamine Expectorant, are well tol- 
erated by many patients. Hydryllin Compound 
has the advantage of aminophylline and iodides in 
combination, in addition to Benadryl. We have re- 
cently employed Toryn, 10 mg. every six hours, 
in syrup or tablet form. It is an effective antitussive 
agent with anticholinergic properties primarily, 
but is essentially free of atropine-like effects. Toryn 
has been well tolerated and appears to have a seda- 
tive effect on the bronchioles. The ineffective cough 
was greatly improved in many patients. Iodides 
may be taken with these expectorants to promote 
more adequate “bronchial catharsis” in the more 
severe chronic form of bronchitis. 

The smaller doses of ephedrine sulfate (up to 
22.5 mg.), may be useful in mild cases, particularly 
when combined with effective doses of amino- 
phylline. Many observers have found Orthoxine as 
effective as ephedrine, with fewer side reactiors. 
There are many oral medications combining amino- 
phylline with ephedrine for the relief or prevention 
of mild but chronic bronchoconstriction. The diffi- 
culty with most of these preparations resides in 
their side reactions, when using doses of amino- 
phylline which are large enough to achieve thera- 
peutic results. The addition of antinausea factors 
(local and central) to aminophylline has made it 
possible to administer effective larger doses of am- 
inophylline, with or without ephedrine or a barbi- 
turate (Dainites and Cardalin). Higher aminophyl- 
line blood levels (above 0.5 mg. per cent) may be 
necessary for more persistent bronchospasm, par- 
ticularly when associated with chronic bronchial 
asthma. These levels can be obtained by the use of 
aminophylline solutions given by rectal or intra- 
venous administration. We have found amino- 
phylline dust and aerosols of no significant value. 


Bronchoconstriction and Infection 


Therapeutic aerosols—(a) sympathomimetic 
amines and (b) antibiotic agents—should be em- 
ployed for the relief of bronchospasm and the man- 
agement of bronchopulmonary infections. We have 
found the Vaponefrin nebulizer most satisfactory 
for the production of therapeutic aerosols. 

Sympathomimetic Amines. There are several ef- 
fective bronchodilator drugs (Neosuprel, Dapanone, 


etc.) under investigation. Aerosols of the sym- 
pathomimetic drugs, Vaponefrin or Isuprel, have 
proved to be of great value for the relaxation of 
bronchospasm. As little as approximately 0.05 to 
0.10 cc., nebulized by three to six compressions of 
a hand bulb, may abort or relieve a mild broncho- 
spastic episode. More severe bronchospasm may 
require 0.5 to 1.0 cc., nebulized by continuous 
flows of oxygen, helium-oxygen, or by air pump. 
This treatment generally requires five to fifteen 
minutes at 5 liters/minute flow. A Y-tube or simple 
button-like opening into the oxygen or air feed 
line allows interruption of aerosol production dur- 
ing expiration. The aerosols may be introduced 
along with intermittent positive pressure breathing 
(I.P.P.B.) with the Bennett valve, thus obtaining 
the physiologic advantage of driving the thera- 
peutic agent through partially obstructed airways. 
A useless cough is often converted to a productive 
one by effective bronchodilating therapy. 

Antibiotic Agents. The choice of the antibiotic 
drug (penicillin, streptomycin, or terramycin) 
depends on the predominating organisms, their 
sensitivity, and the patient’s tolerance to the drug 
itself. Penicillin is generally the primary drug em- 
ployed for Gram-positive organisms; streptomycin 
or terramycin may be added or used alone if Gram- 
negative bacteria are also present or emerge, or if 
bronchorrhea persists. 

The antibiotic aerosols may be combined with 
equal amounts (e.g., 1 cc. each) of a bronchodilator 
preparation or a detergent antiseptic, such as 
1:1000 aqueous Zephiran. One-half cc. of Neo- 
Synephrine, (1 per cent) may be added to an equal 
amount of the bronchodilator for better relief of 
bronchial edema. 

Crystalline penicillin is given in doses of 50,000 
to 100,000 units; streptomycin in doses of 0.25 
Gm., and terramycin in doses of 100 mg., four 
times daily. A course of therapy may range from 
one to six weeks. 

Most of our patients have been able to raise 
sputum more easily while receiving these aerosols. 
The hazard of local or generalized allergic reaction 
to penicillin aerosol in patients with underlying 
bronchial asthma must never be overlooked. Bron- 
choscopic lavage may greatly enhance the subse- 
quent value of bronchodilator and antibiotic aero- 
sols in patients with associated bronchiectasis. 

Supplemental parenteral penicillin, streptomycin, 
or one of the broad-spectrum antibiotics (aureo- 
mycin, terramycin, or chloramphenicol) should be 
employed, if there is evidence of a severe respira- 
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tory tract infection. There is evidence that Neo- 
Penil, a hydriodide ester of penicillin, given intra- 
muscularly in doses of 500,000 units every twelve 
hours, produces essentially low systemic blood 
levels with effective sputum levels. Our own evi- 
dence would indicate that it is a more effective 
form of penicillin in patients with chronic pul- 
monary emphysema and bronchopulmonary infec- 
tion. 

Paranasal sinus disease may be reponsible for 
reinfection and the recurrence of cough and wheez- 
ing respirations. Irreparable sino-bronchitic syn- 
drome often follows in its wake. Most of these pa- 
tients have underlying allergy. We have found 
Drilitol quite helpful—especially when adminis- 
tered three or four times daily with the Vaponefrin 
nebulizer, using nasal tips, employing air or oxy- 
gen. With evidence of frank purulent infection, 
100,000 units of penicillin should be added to 1 
cc. of 1 per cent Neo-Synephrine and 1 cc. of 1 
per cent Pyribenzamine, and nasal aerosols admin- 
istered with the same technique. These agents are 
generally well tolerated nasally. Postnasal drip with 
secondary cough is reduced, nasal patency is re- 
stored, and more restful sleep may follow. 


Use of ACTH or Cortisone 


The idea is appealing that irreversible fibrous 
changes following inflammatory pulmonary lesions 
can be prevented by periodic use of the adreno- 
corticotropic or corticosteroid hormones, but it has 
not been substantiated. 

Patients with underlying hypersensitive disorders 
of the lung (e.g., intractable bronchial asthma, 
periarteritis nodosa) should be given a trial with 
ACTH therapy, when a reversal of physiologic 
function has not occurred after adequate therapy. 
This trial should be made even in the presence of 
chronic cor pulmonale. It should be kept in mind 
that the dominant defect, hypoxia, is responsible 
for the chronic cor pulmonale, and associated 
changes. When improvement of hypoxia does not 
follow treatment with bronchodilators and amino- 
phylline and the use of intermittent positive pres- 
sure breathing and proper concentrations of oxy- 
gen (to be discussed), then the rapid remission 
from the intractable bronchoconstriction made pos- 
sible by ACTH or cortisone should be attempted. 

The presence of heart failure due to chronic cor 
pulmonale need not absolutely contraindicate the 
use of ACTH or cortisone, provided all the phys- 
iologic principles which will be outlined are fol- 
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lowed for the management of such failure. Tem- 
porary aggravation of failure, demonstrated by 
hepatic enlargement or leg edema, occasionally 
may appear. But relief from the effects of acute 
hypoxia superimposed on chronic hypoxia more 
than offsets the hazards of further heart failure. 
Still greater improvement generally follows the use 
of digitalis, mercurials, and venesections, after 


ACTH therapy. 


Breathing Exercises; Abdominal Supports 


Both active and passive breathing exercises may 
improve the ventilatory efficiency. Barach and his 
associates recently emphasized the importance of 
developing diaphragmatic breathing by special 
training and daily practice. The patient is taught 
to lower the diaphragm, manifested by protrusion 
of the abdomen during inspiration, and to press 
with both hands below the umbilicus inward and 
upward during the latter third of expiration. These 
procedures tend to restore the lost diaphragmatic 
excursions. The expiratory phase may be carried 
out for the sick patient passively, and may help in 
eliminating trapped air. During these exercises the 
lips may also be kept pursed in expiration, 

They suggest practicing this at first lying down, 
with one hand on the abdomen and one on the 
chest; the patient should attempt to see that the 
abdomen protrudes forward during inspiration, 
with little or no chest movement. After two min- 
utes’ trial, the same exercise should be tried sit- 
ting up, and then walking. Some patients learn 
this procedure quickly and the movements soon 
become automatic. Others, particularly patients 
with flat abdomens and military bearing, have con- 
siderable trouble with the same procedures. 

We generally advocate breathing exercises de- 
signed to improve the spine and chest relation- 
ships, as weli as diaphragmatic function, along 
with abdominai belts and skeletal support (ortho- 
pedic braces) when indicated, as for example for 
kyphoscoliosis. There are many types of abdominal 
supports (emphysema belts) to give the abdominal 
compression necessary to elevate the diaphragm to 
the level of expiration. These should be worn dur- 
ing the day only, and they are very useful. 

A definite routine may be found more helpful 
than the occasional use of these procedures. The 
patients are instructed to take three to six inhala- 
tions of Vaponefrin upon arising and one hour be- 
fore lunch, supper, and bedtime. This is followed 
by rhythmic deep breathing exercises. After these 
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exercises, the diaphragmatic breathing exercises 
previously described are performed. When pos- 
sible, both of these exercise procedures should be 
repeated six to twelve times. Training should be 
encouraged. Fatigue should be avoided. A skilled 
and interested physiotherapist may be quite help- 
ful. In co-operative patients the results are worth 
the effort. Exercises should stop in time for a fifteen 
to thirty minute rest period before each meal. 


Pneumoperitoneum 


Several groups of investigators have cited the 
usefulness of this form of therapy. In many pa- 
tients, the cough becomes more productive. Less 
dyspnea is noted, and tolerance to mild exercise in- 
creases. Improvement in appetite and weight gain 
may be noted. Such patients rest and sleep better. 

Beck and co-workers recently utilized the venous 
pressure as a guide for pneumoperitoneum therapy. 
A drop or no noticeable change in the venous pres- 
sure was considered a good indication for the effec- 
tiveness of pneumoperitoneum. 

The indications for pneumoperitoneum therapy 
can be centered about the following basic concepts: 

(1) The restoration or improvement of the dy- 
namic function of the diaphragm is the main ob- 
ject. The smallest amount of air necessary to re- 
store the diaphragm to its normal position should 
be employed; in contrast to pulmonary tubercu- 
losis where lung rest is the primary aim. When 
successful elevation of the diaphragm with adequate 
motions has occurred, as determined by fluoro- 
scopic control, refills are given at greater intervals. 

(2) Some degree of pulmonary reserve should be 
present before starting pneumoperitoneum. 

(3) The extent of active bronchoconstriction 
should be minimal. Maximum improvement with 
bronchodilator aerosols and clearance of infection 
with antibiotics should be effected prior to insti- 
tuting pneumoperitoneum therapy. 

(4) Complete evaluation of the anatomic in- 
tegrity of the diaphragm (atrophic changes and 
presence of adhesions) should be made by fluoro- 
scopic and x-ray studies. 

(5) When the syndrome of carbon dioxide re- 
tention with respiratory acidosis occurs and re- 
mains unrelieved by adequate intermittent positive 
pressure therapy with 40 per cent oxygen, or ade- 
quate movements of the chest cage and diaphragm 
do not follow respirator chamber treatment, im- 
mediate pneumoperitoneum should be instituted. 
This has life saving value. 


Oxygen Therapy 


The sudden administration of high concentra- 
tions of oxygen in an attempt to relieve dyspnea, 
hypoxia, and cyanosis in patients with chronic pul- 
monary emphysema and pulmonary heart disease 
may be followed by the distressing symptoms of 
the so-called carbon dioxide intoxication syndrome. 
In these patients the medullary respiratory centers 
appear to have lost their sensitivity to the pCO, 
stimulus for respiration (centrogenic drive). The 
chemo-reflex drive for respiration—the hypoxic 
stimulus from the sensory nerve endings in the 
carotid and aortic bodies—is mainly responsible 
for maintaining respiration in these patients. The 
sudden injudicious relief of hypoxia may be fol- 
lowed by a breakdown in the homeostatic mech- 
anisms sustaining respiration, and further hypo- 
ventilation may ensue. Greater increase in the 
arterial pCO, and content may follow, and ulti- 
mately respiratory acidosis, with a drop in arterial 
pH. These factors appear primarily responsible for 
producing weakness, headache, air hunger, neuro- 
logic manifestations, drowsiness, coma, delirium, 
and death, which may develop progressively under 
such conditions. 

The carbon dioxide retention brings about a 
compensatory increase in the alkali reserve (meta- 
bolic alkalosis) and a fall in serum chlorides and 
increase in urine chlorides. When respiratory aci- 
dosis supervenes, with a drop in arterial pH, in- 
travenous sodium lactate therapy may be helpful. 

This troublesome syndrome should not occur if 
one does not further depress respiration by the use 
of the respiratory depressing drugs (morphine, 
barbiturates, anesthetic agents) and if the sudden 
administration of high concentrations of oxygen to 
the chronically hypoxic patient is avoided. A care- 
fully graded program of oxygen therapy should be 
employed, consisting of daily increases in concen- 
trations at the beginning of therapy and a gradual 
daily reduction in concentrations toward its cessa- 
tion. 

The acutely ill patient who needs oxygen should 
be treated by nasal catheter with humidified oxygen. 
At the outset one should employ flows of 1 liter/ 
minute. The flows may be increased 1 liter daily 
until 6 liters/minute flows of oxygen are obtained. 
A concentration of 38 per cent oxygen in the in- 
spired air can be obtained at this flow. Some varia- 
tions in the flow rates may be necessary from time 
to time. 

For the routine management of chronic pul- 
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monary emphysema, wherein oxygen is necessary 
at times and there is no evidence of marked increase 
in pCO,—e.g., in acute respiratory tract infections 
and during troublesome bouts of bronchoconstric- 
tion—oxygen may be ideally administered with the 
new-type plastic Oxygen Face Tent (A B C). The 
undesirable features of the nasopharyngeal catheter 
and of the more complex and expensive rubber 
face masks and oxygen tents are eliminated with 
this tent, which is designed to administer oxygen in 
adequate concentrations for either brief or pro- 
longed periods. The tent fits comfortably over the 
lower portion of the patient’s face and opens widely 
at the forehead for easy egress of exhaled gases and 
vapors. Forehead and head straps insure its stabil- 
ity. Humidified oxygen enters the face tent through 
a shower-head dispersal system. With oxygen flows 
of 6 liters/minute, we obtained average concentra- 
tions in the inspired air of 52.57 per cent oxygen 
and carbon dioxide was kept below 0.99 per cent. 

Various types of enclosing tents have been de- 
vised for administration of oxygen to patients who 
cannot tolerate any type of face apparatus. We have 
found the Permatent (Eliot) capable of withstanding 
more than the average hospital abuse. It is con- 
structed of a clear, heavy-gauge durable, vinyl 
plastic with adequate zippered entrances to the 
safely tiltable ice compartment or the patient. 
An adjustable neck collar comfortably encloses the 
patient’s head. Two front portholes are present for 
the egress of carbon dioxide or for the admission of 
increased concentrations of water vapor, anti- 
biotic, or bronchodilator aerosols. The oxygen con- 
centrations ranged from 50 to 70 per cent and the 
carbon dioxide accumulations have been consist- 
ently below 1 per cent when 10- to 14-liter flow of 
oxygen was employed. 


Mechanical Respiration 


If the full-blown carbon dioxide intoxication 
syndrome appears, characterized by hypoventila- 
tion, respiratory acidosis, severe carbon dioxide 
retention, and the comatose state, mechanical respi- 
ration employing masks, chambers, or electro- 
phrenic stimulation may have life-saving value. 

Positive pressure should then be employed to main- 
tain adequate ventilation and still provide adequate 
oxygen concentrations. There are two main types of 
positive pressure breathing: continuous and inter- 
mittent. 

The continuous type supplies air, oxygen, or 
mixtures of helium and oxygen under positive 
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pressure in both the inspiratory and expiratory 
cycles. The O.E.M. double bellows apparatus may 
be employed for this purpose. 

The intermittent type supplies the gas mixture 
under positive pressure in either the inspiratory 
or expiratory cycle, usually through a mask device. 
There are several types of mask apparatus which 
supply intermittent positive pressure breathing in 
inspiration. The more commonly used ones are 
those incorporating the Burns or the Bennett valve. 

We have found the Bennett-type cycling valve 
more satisfactory for administering positive pressure 
breathing, especially for use combined with the 
attached nebulizer in giving bronchodilator aerosols. 
The patient completely controls the cycling of the valve 
by his own respiratory rhythm. An active inflation of 
the lungs occurs during inspiration under positive 
pressure from the cycling valve. The rapid release 
of pressure at the start of expiration is followed by 
a high velocity expiratory gas flow. This, combined 
with the release of bronchoconstriction which fol- 
lows the simultaneous inhalation of bronchodilator 
aerosols, promotes better bronchial drainage. The 
period of temporary hyperventilation helps to elim- 
inate the excess blood CO. We have employed 
pressures of 10 to 20 cm. of water with mixtures 
of air, oxygen, or helium-oxygen, depending upon 
the underlying causes for respiratory failure. When 
necessary, the apparatus can be manually operated 
as a controlled resuscitation valve by simple finger- 
tip rhythmic cycling. 

Positive pressure breathing in expiration (0 to 
4 cm. water) may be obtained with the O.E.M. 
Meter Mask or the Respiration Aids mask apparatus. 
The patient sets up a gentle positive pressure in 
expiration by blowing the expired air through the 
narrowed orifices of the metering disk or through 
the graded pressure of the water bottle. 

With marked slowing of respiration, the Drinker 
type of tank respirator may be used to give artificial 
respiration, with oxygen therapy provided by a 
catheter, face tent, or a Bennett-type of cycling 
valve. The major problem lies in the difficulty in 
synchronizing the patient’s respirations with the 
cycle of the respirator. 


Pulmono-Cardiac Complications 


In the seriously ill patient, hypoxia becomes 
more pronounced with repeated bouts of respira- 
tory infections or bronchospasm. As the homeostatic 
mechanisms are broken down, pulmono-cardiac 
changes appear. Cyanosis, clubbing, polycythemia, 
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hypervolemia, increased cardiac output, and dilata- 
tion of the right ventricle may follow. Pulmonary 
hypertension occurs, inasmuch as the increased 
blood flow through the lungs from the increased 
cardiac output cannot be handled by distending 
the already reduced pulmonary vascular bed. The 
pulmonary hypertension may lead directly to right 
ventricular hypertrophy. Subsequent heart failure 
awaits the next trigger mechanism. 

The management of this seriously ill group of 
patients warrants more optimism than generally 
was felt before, if one remembers that the phys- 
iologic changes described above are largely reversi- 
ble, although only temporarily. The basic therapy 
should center about: (1) relief of hypoxia, (2) relief 
of bronchoconstriction, and (3) management of 
infection. 

The hypervolemia must be overcome by repeated 
phlebotomies of 250 to 350 cc. each. The clinical 
evidence of venous plethora (fullness in the head, 
etc.), the imminence of heart failure, and the hema- 
tocrit level should be the guides for venesection. 


The pulmonary artery pressure may be lowered to 
normal levels following venesection. The periodic 
use of mercurial diuretics combined with phlebo- 
tomies may be of great value, even in the absence of 
clinical evidence of frank right-sided heart failure. 
The serum chlorides should be watched, for they 
may be lowered in the group with metabolic alka- 
losis and low serum chlorides, compensatory to the 
elevation of the pCO2 especially in patients on a 
low salt regimen. 

Digitalis should be employed when there is 
evidence of right ventricular failure. The indica- 
tion for its use in the presence of failure exists re- 
gardless of considerations of high or low cardiac 
outputs. In addition to digitalization, salt restric- 
tion and ammonium chloride should also be used 
in the presence of right-sided heart failure. The use 
of cation exchange resins with supplemental po- 
tassium therapy may be of help when the above 
procedures fail. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Here’s a Helpful Hint. . . 


Intranasal Oxygen During Open Ether Anesthesia 


IN GENERAL PRACTICE in my city, open ether anesthesia is commonly used for tonsil- 
lectomies. In many cases after removal of the tonsils and at the end of anesthesia, it 
was noticed that the patient was mildly shocked, cyanotic, sweating, and weak. 

Noticing that this condition of the patient sharply differed from the good condition 
noted in patients anesthetized by means of a rebreathing machine, it was decided to 
try the effect of giving oxygen along with ether in the open technique. At first oxygen 
was administered under the ether mask, but this did no good. 

Then the idea developed of giving the oxygen through an intranasal catheter, just 
as it is given for oxygen therapy of pneumonia or other diseases. After induction of 
anesthesia the nasal catheter is inserted, and humidified oxygen is supplied at a flow 
of three liters per minute. Much smoother operations have resulted, and the patient 
leaves the operating room with good color. If an adenoidectomy is part of the procedure, 
the catheter must not be inserted too far into the patient’s nose. Otherwise the adeno- 
tome may cut off the end of the tube. 

In the recovery room, a nurse continues to give oxygen until the patient awakens. 
The time for awakening is shorter by one to two hours, vomiting is much reduced, 
the shock-like state is no longer a feature, and bleeding is lessened. 

Although this idea has been used mainly in connection with tonsillectomies, it can 
be applied equally well for other procedures in which open ether anesthesia is used. 

—Max Arexanprorr, M.D., St. Catharines, Ontario 
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Newer Concepts in Creating Obesity 


BY $.C¢C. FREED, M.D. 
San Francisco, California 


The causes for obesity are complex—emotional instability, environment, occupation, physical factors, and 
constitution all play a part. The guide to treatment is a thorough history that takes all these factors into 
account. A reducing diet works better if the physician has a tolerant, sympathetic understanding of the patient's 
emotional problems, and if he employs simple psychotherapy. Drugs that curb appetite are valuable for rein- 
forcing the patient’s resolve to control food intake. 


THE treatment of the overweight patient occupies a 
most peculiar place in medical practice. There is 
hardly a physician who does not recognize that over- 
weight is a serious disturbance to the health of the 
individual, that it complicates surgical and obstetric 
care and is bad for patients with heart disease, ar- 
thritis, and many other illnesses. Life insurance 
companies have convincingly and repeatedly dem- 
onstrated that overweight causes a considerable 
shortening of life and a predisposition to many de- 
generative illnesses. The United States Public 
Health Service now lists obesity as the number one 
problem in preventive medicine. 

In spite of this awareness of the importance of 
maintaining the proper weight of patients, it is re- 
markable how few doctors are sincerely interested 
or willing to treat this condition adequately. Many 
physicians dismiss their patients with “‘you eat too 
much,” or “I can’t do anything for you until you 
lose weight.” Many other physicians consider that 
they are helping their patients by writing out a pre- 
scription for an appetite-suppressing drug, and 
they offer their patients little else. When patients 
are unable to lose weight satisfactorily following Weight control is a positive approach to good health. 
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such treatment, all too many physicians lose sym- 
pathy and patience, and the patients are soon left 
to their own resources. 

In general, there is considerable reluctance to 
take seriously the problem of treating the over- 
weight patient. This stems from a number of factors. 
By and large, the treatment of overweight has a low 
prestige value in the minds of the medical profes- 
sion. Much of this is based upon the facts that 
weight reduction has been exploited by advertising 
in various magazines and newspapers, and that it 
has been undertaken by cosmetic firms and beauty 
saions. Various manipulators of machines and 
gadgets have entered this field. This results in a 
taint of charlatanism. It is not difficult to appre- 
ciate, therefore, that numbers of physicians are un- 
willing to identify themselves with those who use 
unscientific methods. 

Another important factor is the emotional atti- 
tude of the physician toward overeating. There is a 
certain contempt for a person who is “self-indul- 
gent” and who becomes ill through a pleasurable 
activity such as overeating. 

Perhaps the most important but not too apparent 
reason interfering with a serious effort to reduce a 
patient’s weight is the physician’s intuitive feeling 
that he is handling a most primitive instinct and 
that he is powerless to control this unrelenting 
force. Rather than fail, the doctor would rather not 
treat. This attitude is apparently specific for the 
eating process, inasmuch as many other illnesses 
based upon psychic forces are handled more sympa- 
thetically ; for instance, hypertension, peptic ulcer, 
colitis, and other disturbances which commonly 
have a psychosomatic basis. 

The problem of treating overweight has been well 
summarized by Armstrong and his associates: 
“Weight control is a positive approach to the 
maintenance of health and prevention of some of 
the major diseases of middle and later life. The 
problem is not an easy one for the physician. The 
solution involves the education of the patient and 
winning his co-operation. This in turn requires un- 
derstanding from the physician of human motiva- 
tion and behavior as well as nutrition in health and 
disease. The time has come for more vigorous and 
rounded approach to the problem.” 


Causes of Obesity 


Psychologic Factors. It is well recognized at present 
that complex emotional factors motivate an indi- 
vidual to eat excessively. This subject has been 


recently reviewed, and we will only discuss briefly 
the basic principles of this relationship. 

The urge to eat is a powerful and primitive in- 
stinct associated with the will to survive. This is 
strongest at birth, but gradually with emotional 
maturation it becomes displaced to other activities 
and can be controlled fairly well. Certain persons, 
however, retain more of this urge and are unable to 
contain adequately their desire for food. This is 
especially noticeable when the person is under un- 
usual emotional strain and his critical faculties are 
weakened. The emotional stress may be from an 
inner conflict or due to an environmental situation . 

Many factors are involved in such processes— 
training by parents, domestic environment, eco- 
nomic situations, and social activities. For example, 
the home surroundings are quite important. A 
child who is constantly in the presence of rich foods 
or who learns that food is a major source of pleasure 
will imitate or take over such attitudes. A person’s 
occupation may also determine his eating habits; 
where the occupation involves great strain and 
stress, food is often used as a sedative. Also, where 
there is a great deal of monotony, food will be used 
for distraction; housewives do this. 

Food is often used unconsciously as a symbol of 
love, to relieve feelings of self-pity. People who are 
lonely or feel unloved will indulge in eating, espe- 
cially sweets; they feel that, “if the world doesn’t 
love me, at least I will be good to myself.” 

Excessive eating is also utilized to control feelings 
of insecurity. In this instance, perhaps the person 
feels more sheltered with a heavy body as a protec- 
tion against the stress of worldly responsibilities, or 
as an alibi for lack of success. 

In addition to the purely emotional factors, there 
are also organic illnesses which result in physical 
inactivity or in emotional tensions such as anxiety, 
restlessness, or boredom, and where eating remains 
the major outlet for activity. Among conditions that 
may be responsible for such a situation are arthritis, 
fractures, postoperative convalescence, and even a 
secondary anemia which, by inducing fatigue, will 
result in a relative inertia. 

Childhood illnesses or premature birth are no- 
torious for resulting later in an overweight indi- 
vidual. The sick child is often overwhelmed with 
sympathy and attention as symbolized by and ex- 
pressed in food by the overanxious mother. Here 
the food is a symbol of strength and maternal love. 

Endocrine Factors. Endocrine influences are not 
nearly as active in promoting overweight as formerly 
considered. Nevertheless, during puberty there is a 
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tendency to gain weight due to the new and dra- 
matic psychic changes occurring at this time, often 
resulting in anxiety and fears especially of a sexual 
nature, repression of which frequently causes a re- 
gression to the oral stage of childhood. During 
menopause, with the increased nervousness and 
other psychologic alterations, patients may be un- 
able to restrain their appetites adequately. During 
the premenstrual phase, women are often hungrier 
and have a craving for sweets due to depression or 
irritation. Psychiatrists have stated that the “‘oral- 
ity’’ of women is intensified premenstrually. 

From the above discussion, it becomes obvious 
that the overweight patient is subject to many 
strong forces beyond his control. Simple advice, 
then, is worthless. Strong warnings are also of little 
avail unless there is imminent danger of death. 
Even at this time many patients are incapable of 
losing an adequate amount of weight. 

Constitutional Factors. The older medical writings 
are replete with discussicns about the possible 
glandular or metabolic disturbances that cause 
many persons to store fat. Extensive laboratory 
studies have shown, however, that most overweight 
patients at the resting condition are not physiolog- 
ically different from normal people. However, we 
have the impression that certain persons have a 
“constitutionality” which predisposes them to gain 
weight relatively easily. 

This “‘constitutionality” is apparently not de- 
tectable at basal metabolic conditions. Nevertheless, 
clinical experience has indicated that certain indi- 
viduals expend less energy than others in accom- 
plishing the same amount of work. The overweight 
persons with this metabolic “efficiency” often lose 
weight quite slowly on a reduction diet, and thus, 
frequently cause physicians to doubt that their pa- 
tients are adhering to their diets. 


Treatment of Obesity 


The treatment of overweight extends over a wide 
range, from the physician who uses drugs promis- 
cuously and uncritically to the one who says, 
*‘Overeating is an emotional problem; let’s send the 
patient to a psychiatrist” (not to mention the face- 
tious doctor who says, “Push yourself away from 
the table sooner”). The patient will have greater 
success in weight reduction if his physician will 
make a sincere attempt to understand his problems 
and to treat him in accordance with his individual 
requirements. 

General Treatment. Only a person who feels well 
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A person's occupation may determine his eating habits. 


can reduce properly. Therefore, the treatment of an 
obese patient requires an investigation into his dis- 
orders, as with any other problem of medicine. His 
history should include questioning about food hab- 
its from infancy, economic and social background, 
and relationship with other members of the family. 
Under these conditions, one will discover, the vari- 
ous emotional reasons for excessive eating. These 
will include fatigue, irritability, boredom, anxiety, 
hostility, dissatisfaction, and self-pity. Among the 
organic factors inducing a number of these symp- 
toms, there may be found secondary anemia, meno- 
pausal syndrome, premenstrual tension, and hypo- 
thyroidism. These should all be handled along with 
other attempts aimed at weight reduction. 

Psychotherapy. The average physician can relieve 
his patient of many tensions that make it difficult 
to stop eating too much. Formal psychiatry should 
be reserved for extremely resistant patients or those 
who have a psychoneurosis in which overeating is 
one of the symptoms. 

An essential factor in successful treatment is the 
development of a satisfactory rapport between pa- 
tient and physician. The physician already knows 
that obesity shortens life and provokes degenerative 
diseases and he should adopt the same attitude to- 
ward it that he does toward other problems in 
which emotions may play a definite role. He should 
also realize that the overweight patient is most un- 


| 
Wa" 
3 | 
4 
vi 
3 
| 
7 65 


happy and has an extremely poor opinion of him- 
self which he is constantly expressing by stating he 
has no “‘will-power” or he is “‘no good.” Therefore, 
a contemptuous or belligerent attitude aggravates 
patients’ self-dislike and feelings of guilt, and fur- 
thermore, contributes little to the program of weight 
reduction. If the physician’s attitude is rigid, with 
strong discipline, the overweight patient will hesi- 
tate to face his doctor if he has succumbed to temp- 
tation, and the treatment may be broken off. 

The physician should also act to offset some of 
the adverse factors contributed by friends and rela- 
tives. All too often, acquaintances of the patient who 
has lost weight will accost him with the question, 
*‘What’s the matter, have you been sick?” Other 
friends sadistically ply the patient with all sorts of 
tempting foods, or they tell him, ‘Go ahead, just 
this once won’t hurt you.” Oddly enough, husbands 
of some obese women will actually sabotage the pro- 
gram for weight reduction in their wives. These 
husbands are insecure and prefer to have their 
wives overweight. They thus prefer an inferior 
woman to mask their own feelings of inferiority. 
Mothers are often difficult to handle in the weight 
reduction of children. They often create a defiant 
attitude in the child by overdomination and scold- 
ing. Some will consciously express great concern 
over their child’s obesity but have great difficulty 
in denying him food. These women use the provid- 
ing of food as a substitute for maternal love. 

There are many other emotional problems. The 
physician can help his patients overcome some of 
them by helping the patient understand what he is 
actually expressing by certain behaviors. He can 
show his patient that when he is feeling sorry for 
himself, he is actually nursing or feeding himself. 
He can also demonstrate that eating results from 
anger, as in animals, since rage and biting are very 
closely allied primitive reactions. He can also try 
to have the patient find other interests, activities, 
or jobs which will release the feelings of restlessness 
and boredom which are so prone to cause frequent 
or excessive eating. 

By far the greatest amount of aid the physician 
can give his patients is by conveying an attitude of 
friendliness and helpfulness; an attitude that he is 
not one to judge or condemn them. He may warn 
his patients who are losing weight adequately that 
there will be times when the course may take an 
adverse path, and that this would usually happen 
during times of psychic tension due to domestic 
difficulties, family illness, or economic distress. 
Patients will then make themselves more readily 


available for treatment because of the removal of 
feelings of guilt and shame. They may not be re- 
luctant to return for a second trial, if they know 
that these actions are not ‘“‘abnormal” nor signs of 
*‘character weakness,” in the accepted sense. 

There will be some persons, however, even with 
such discussions, who are unable to cope with their 
emotional problems. It would depend upon the 
ability of the physician, as to what course may then 
be pursued. If the doctor has had training in treat- 
ing emotional problems, he will be able to go deeper 
into the situation. When the compulsions to eat is 
overpowering, the prognosis is poor, and the patient 
may require the aid of a qualified psychiatrist. 

Physicians should also be prepared to face a hos- 
tile reaction by some of his patients when weight 
loss is instituted. Many of them, rather than face 
their own inability to restrain their appetites, will 
place the blame on the physician for one reason or 
another. He should not yield to his impulse to re- 
spond by a similar attitude, but should try to ex- 
plain the relationship which has developed. These 
patients should not be abruptly discarded, but 
should be encouraged to continue with their treat- 
ment. 

It is most important to treat patients in their 
home environment and not isolated in a hospital, 
sanitarium, or some other situation where their 
problems are removed from them. These sheltered 


Excessive eating is utilized to control feelings of insecurity. 
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individuals may lose weight quite successfully, but 
they will relapse to their old eating habits when 
they return to their usual surroundings. 


Drugs for Appetite Suppression 


In the patient’s battle against his strong urge to 
consume food for purposes other than nutrition, it 
will be necessary to furnish frequent encourage- 
ment and reassurance that he will be able to refrain 
from eating. A valuable instrument in the hands of 
the physician in establishing such confidence are 
the drugs which curb appetite. Such drugs are 
effective in convincing the patient that he has the 
strength to control his food intake—perhaps more 
effective than any other means at the disposal of 
most physicians. When these drugs are adminis- 
tered judiciously and in association with some of 
the other supportive measures discussed above, the 
patient’s response is one of enthusiasm, gratifica- 
tion, and appreciation. 

There is a certain amount of confusion and con- 
troversy regarding the choice of an appetite-de- 
pressing drug. In the author’s experience the salts 
of amphetamine have the most effective and desir- 
able properties for this purpose. Thus, racemic or 
dextro-amphetamine salt administered one-half to 
one hour before meals will usually induce a feeling 
of satiation following the eating of a moderate 
amount of food. A considerable inhibition of the 
psychic forces which often induce the urge to eat, 
is also accomplished. Patients thus receive relief 
from their depression, fatigue, or irritability. This 
is most helpful in maintaining a reduction diet, in- 
asmuch as an unsupported restriction of food often 
results in weakness and tenseness which are hard 
to tolerate. 

Side Reactions. The mechanisms by which the 
amphetamines are effective may, however, provoke 
certain undesirable side reactions, such as nervous- 
ness, irritability, loss of sleep, and palpitation. We 
have noted that some persons can tolerate large 
doses of the racemic-amphetamine, while others are 
quite sensitive to average doses. The former are 
persons with certain constitutional characteristics, 
such as a tendency to low blood pressure, slow 
pulse rate, and a relatively low body temperature. 
We have described this type of individual by the 
term “‘vagotonic.” The latter persons who are often 
“high strung,” with a tendency to be sensitive to 
pain, drugs, and other agents, and who develop a 
rapid pulse on minor excitement, are considered to 
be “sympathotonic” (“‘ephedrine-sensitive”). These 
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patients prefer dextro-amphetamine because it is 
less inclined to induce side reactions. Since racemic- 
amphetamine is an equal mixture of levo- and 
dextro-amphetamine, the levo component seems 
responsible for much of the undesirable side reac- 
tions induced by the racemic compound. 

Optimal Suppression. On the other hand, there is 
evidence that the levo component has a definite 
therapeutic effect in curbing appetite. This is noted 
in the failure of many of the “‘vagotonic” patients 
to respond to dextro-amphetamine with a signifi- 
cant degree of appetite suppression. We have re- 
cently demonstrated, however, that this beneficial 
effect of levo-amphetamine, which by itself has little 
appetite-curbing action, can be obtained with a 
smaller amount than is found in the racemic com- 
pound. 

Thus an amphetamine combination with a ratio 
of one part levo-amphetamine to three parts dextro- 
amphetamine is most effective in curbing hunger 
sensations even in “‘vagotonic” individuals. At the 
same time, the lesser concentration of the levo- 
amphetamine reduces appreciably the incidence of 
side reactions. This compound (Biphetamine) has 
been found to be a most useful preparation in treat- 
ing overweight individuals. 

A modification of this product (Biphetacel) has 
also been tested recently with excellent results. It 
contains the 1:3, |/d ratio of amphetamine phos- 
phate together with methyl atropine nitrate and 
sodium carboxy-methyl-cellulose (to reduce con- 
stipating effect of amphetamines). It has been ad- 
ministered to 236 overweight patients over an aver- 
age time of six weeks. The responses of these pa- 
tients to 5 or 10 mg. three times daily have been 
classified according to the patients’ subjective feel- 
ings in regard to appetite suppression, as follows: 

14 patients—no effect 
30 patients—slight effect 

105 patients—satisfactory effect 
87 patients—excellent effect. 

These results with Biphetacel are somewhat supe- 
rior to those with racemic-amphetamine and con- 
siderably better than with dextro-amphetamine. 
The incidence of side reactions is rather small. 
Thus, of the 236 patients, six complained of ner- 
vousness, three had nausea, and four complained of 
headache. This incidence of about 6 per cent may 
be compared with that of approximately 20 per cent 
when racemic amphetamine is used. 

We administered 5 mg. doses of Biphetacel to 
patients we considered “‘sympathotonic,” and 10 
mg. doses to the “vagotonic.” The relatively low 
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incidence of undesirable reactions in this study 
may be partially due to the differential dosage based 
on the estimated constitutionality, but we believe 
the lower levo-amphetamine content of the com- 
pound is more important. 


Management of Relapses 


Physicians should realize that, even with appe- 
tite-curbing preparations of the most effective and 
desirable types, and with handling emotional prob- 
lems with understanding and sympathy, there will 
be many times when patients will break their reduc- 
tion routine and fail to lose weight. The physician 


stinctive forces, for any of a number of social or 
psychologic reasons. If he shows disapproval or an 
attitude of disgust, patients lose heart. 

As with other battle campaigns, it may require 
several assaults upon the forces of destruction before 
victory is achieved. We have encountered many 
patients who at first seemed hopeless as far as suc- 
cessful weight reduction was concerned, but after 
the third or fourth attempt, there was achieved 
some deep realization or inner adjustment, and a 
gratifying result was obtained. Certainly if the 
physician loses patience and confidence, he can 
hardly expect his patient to demonstrate these 
essential qualities. 


should not take this as a sign that the patient is not 
co-operative. Rather the physician should under- 


. . A bibliography accompanying this article is available upon 
stand that the patient has been overwhelmed by in- 


request from the Editorial Office of GP. 


Management of Massive Melena 


Earty operation for hemorrhage due to duodenal ulceration is often successful, but 
surgical intervention during massive melena of unknown origin is rarely indicated, 
according to a recent report by Moore. Even in the absence of definite knowledge of 
the presence of a duodenal ulcer, if no other cause for hematemesis is found this lesion 
will be the cause of bleeding in more than 90 per cent of the cases. In massive melena 
however, there are so many possible sources of bleeding that only occasionally will 


surgical exploration reveal a cause which is remediable. 

The author recommended a regimen of complete bed rest, starvation, sedation, and 
parenteral feedings. By these means with the aid of blood transfusions, the bleeding 
usually stops within forty-eight hours—oral feedings can be resumed gradually. With 
a blood bank available, risk of fatal hemorrhage is probably less than 5 per cent. 

After the bleeding has been controlled, careful examination should be carried out, in- 
cluding a thorough history, x-rays of the gastrointestinal tract, proctoscopic and sig- 
moidoscopic examinations, and other tests as indicated. 

Among sources of gastrointestinal bleeding outside the stomach and intestines are 
bleeding from the extrahepatic biliary system caused by stones and fistulas, hemorrhage 
from the pancreas, and melena from dissecting aneurysm. Sources within the ali- 
mentary tract itself are varicose veins, erosions, fissures, fistulas, chronic inflammation, 
foreign bodies, ulcers, strangulations, congenital malformation, polyps, benign and 
malignant tumors. Amebiasis and other causes of ulceration can produce hemorrhage. 
Although intestinal diverticuli sometimes cause bleeding, the mere presence of divertic- 
uli is no indication that the bleeding comes from that source. 

During the period of active hemorrhage, tests carried out should be those which will 
not aggravate the hemorrhage. These include gentle palpation and laboratory examina- 
tions of the blood and the stools. A careful and complete history may not be obtainable 
at the time the patient is admitted, but only after several days. Careful sigmoidoscopic 
examination with the patient lying on his side, aided by gentle suction but not by 
enemas, may reveal valuable information. The fact that a recent colon or rectal opera- 
tion has been performed often indicates the anastomosis as the source of the bleeding, 
but it may be coming from other sources. If after thorough study when the patient 
has stopped bleeding, no cause for the hemorrhage can be found, an exploratory 
operation may be advisable. It should not be performed during active hemorrhage, 


but deferred until diagnostic studies are completed (Ann. Surg., 136, 167, 1952). 
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BY IAN STEVENSON, M.D. 
Louisiana State University, New Orleans 


Interviews are effective when the patient talks freely and spontaneously. But some direction is necessary. 

The physician provides this as unobtrusively as possible by encouraging the patient to talk about 

relevant problems, by reassuring him, and sometimes by giving explanations or interpretations. The doctor must 
carefully avoid the temptation to appear all-knowing to the patient, and must give advice sparingly. 


In a preceding article of this series some principles 
were outlined to provide a theoretical background 
for the use of psychotherapy in general practice. 
The present article considers the activity of the doc- 
tor in guiding the interviews so that they are maxi- 
mally therapeutic. Relevant to this topic is a knowl- 
edge of what the patient and doctor should talk 
about, and how the doctor should guide the inter- 
views. 


What To Talk About 


Since the effectiveness of psychotherapy depends 
upon the patient’s expressing himself freely, he 
must be allowed almost unlimited freedom of choice 
in the topics he discusses. Every effort must be made 
to preserve and encourage his spontaneity. If the 
patient has the initiative, the topics of emotional sig- 
nificance soon rise to the surface of conversation 
like cream on milk. On the other hand, if the doctor 
selects topics in a rigid way, the patient feels that he 
is being interrogated or criticized and he reveals less 
of his feelings. 

Nevertheless if progress is to be made, the inter- 
views must be focused on the patient’s main prob- 
lems. Forces inside the patient may resist the dis- 
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cussion of painful material, particularly after the 
initial bursts of expression. When such resistance 
intrudes, the therapist must be more active in gent- 
ly leading the patient back to more important sub- 
jects. 

The interviews may be considered constructive if the 
patient is: 

(a) Discussing his past and present life situations, 
and the feelings associated with the occurrence of 
his symptoms. 

(b) Retelling (and hence reliving and re-examin- 
ing) significant events of his life, including the en- 
vironmental pressures which influenced his per- 
sonality. 

(c) Expressing his feelings toward anyone past or 
present. 

(d) Trying to understand his own feelings, his 
psychologic defenses, the meaning of his behavior, 
and any other factors influencing his relations with 
other people. 

On the other hand the interview may need more 
direction if the patient: 

(a) Spends much time talking about his physical 
symptoms, especially with intent to continue search- 
ing for organic etiologic factors. 
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(b) Digresses to “neutral” topics of a gossipy na- 
ture so that the interview becomes a social conver- 
sation. 

(c) Talks with excessive circumstantiality and con- 
sumes time by unnecessary attention to minute 
detail. 

(d) Engages in repetitious and unconstructive air- 
ing of resentment against one or more persons who 
have injured him. 

(e) Remains silent for more than a few minutes. 

Even under these circumstances the interviews 
may not always need more direction. Before the 
therapist does guide the interview away from one of 
these areas, he should first consider why the pa- 
tient is occupied in this way. For example, a patient 
may continue to talk about his physical symptoms 
because he has not understood (or possibly has not 
been given) an explanation of them, or because he is 
afraid to discuss his emotional problems and clings 
defensively to the notion that his trouble is entirely 
physical. Similarly a patient may engage in social 
conversation because the therapist does so, or be- 
cause he wishes to divert the conversation from 
painful material. 


The Contribution of the Therapist 


As already mentioned the contribution of the doc- 
tor to the interviews is quantitatively less than that 
of the patient. This does not mean that it is less 
important, for the doctor’s remarks are constantly 
molding the interview. 

It is important for the therapist not to talk at ran- 
dom, but to make purposeful remarks with an 
awareness of the probable effect of each comment. 
If he considers first the need and use of everything 
he says, he will not only speak less, but will be much 
more effective in what he does say. We may group 
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the remarks of the doctor under four headings, 
recognizing that often one comment may serve two 
or more functions. 

(a) Continuation remarks. These are comments 
which encourage the flow of expression from the 
patient or which assist the focusing of the conver- 
sation on relevant problems. 

(b) Psychosynthetic remarks. These are comments 
conveying reassurance, support, acceptance, ap- 
proval, and positive suggestions to the patient. 

(c) Explanatory remarks. These are comments of 
education or information for the patient. 

(d) Interpretive remarks. These are comments 
which assist the patient to increase his self-under- 
standing. 


These different types of remarks will next be con- 
sidered in detail. 


Keeping the Interview Moving 


The principal task of the doctor is to promote 
constructive self-expression by the patient. If the 
interviews need guidance in order to accomplish 
this, then it should be given with minimal activity 
on the part of the doctor in order to maintain 
maximal spontaneity in the patient. 

When the patient is talking constructively, the 
doctor need only show continuing interest by an 
alert manner and an occasional utterance such as 
“I see.” If the patient stops momentarily, he can be 
easily encouraged to continue or elaborate by re- 
peating in a questioning way the last few words he 
has spoken. The patient takes this to be a sign that 
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the doctor wishes to hear more, and he resumes 
talking, usually going into more detail on the same 
subject. 

Further activity is needed if the patient hesitates 
or “blocks” despite the foregoing gestures of inter- 
est by the doctor. Possible causes of the blocking 
should be considered. One obstacle to talking lies 
in the patient’s feelings toward the doctor. He may 
be afraid that the doctor will be critical of him or re- 
ject him. Consequently blocking on the part of the 
patient is usually a signal for greater warmth and 
show of understanding by the physician. In these 
situations the physician needs to reveal his empathy 
with the patient by appropriate comments. For ex- 
ample, when a patient concludes an account of his 
mother’s coldness to his wife and the difficulties 
arising therefrom, there may be a long pause. He is 
trying to estimate the opinion of the doctor before 
going on. At such a point the doctor might make 
some comment implying understanding, for exam- 
ple, “I can see that all this has made it hard for 
you,” or “This must have been quite a problem for 
you.” Such comments reassure the patient that he is 
accepted despite his resentment toward his mother. 
Then he is able to continue and will offer further 
examples of his difficulties with his mother. Re- 
marks which convey empathy to the patient are 
among the most powerful for continuing the topic 
under discussion. In short, if the doctor wishes a 
subject continued he should show interest, ac- 
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ceptance, and understanding by attitude, gesture, 
and words. 

Sometimes the patient is afraid not of the doctor, 
but of the topic under discussion, for example, sex. 
Or he may feel that to criticize, discuss, or express 
resentment toward parents or others of his family 
means he does not love them. In these situations 
some explanatory remark by the physician may be 
necessary before the patient can continue. 

Whenever the blocking is extreme, impedes the 
progress of the interviews, and is not resolved by 
some of these simple maneuvers, the matter should 
be discussed openly with the patient. The doctor 
may say, for example, “I notice you have some dif- 
ficulty in talking today. Perhaps we should see why 
before going on.” Often after the patient has dis- 
cussed the reason for his hesitancy he can go on 
again. 

Just as the patient can be encouraged to continue 
talking on one subject by a show of warmth and in- 
terest, so he can be discouraged, if this is necessary, 
by an attitude of distance or boredom in the doctor. 
After a time the patient may sense the doctor’s lack 
of interest and pick up another theme. But in the 
meantime as the patient talks, the doctor watches 
carefully for some reference to emotional problems 
in whatever he is saying. When such a reference is 
made, the doctor picks it up and encourages the 
patient to talk about that. For example, during an 
account of tension at work due to the breakdown of 
his lathe, a patient may mention that his boss came 
around to see what the delay was about. If the pa- 
tient then talks about the boss, what the boss said 
and what he said back, the doctor merely listens. 
But if the patient skirts this, and continues talking 
about the machinery, the doctor tries to deflect him 
by some interjection such as “You mentioned the 
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he guides the patient to talk about the immediate 
reason for tension when the machine broke, namely 
the patient’s fear of the boss. 

By showing interest or asking guiding questions, 
the doctor can nearly always channel the interviews 
constructively without blocking or annoying the pa- 
tient. Occasionally, however, he may need to be 
more active in avoiding waste of the available time. 
Sometimes a patient talks again and again about his 
resentment toward another person without (as usu- 
ally happens) losing this resentment. It is as if he 
derived some strength and security from appointing 
this person the scapegoat for his troubles. In such 
circumstances, after the patient has revealed his 
resentment several times without constructive un- 
derstanding of the problem under discussion, the 
doctor may need to make some such comment as 
**Well, I can see So-and-So annoys you a lot, but I 
wonder how this ties in with your present problem.” 
This may help the patient to test the reality of his 
complaints. At least it will bring to the patient an 
awareness that talking about resentments is a means 
to self-understanding and not an end in itself. 

As mentioned in a preceding article, much of the 
benefit of psychotherapy lies in the reliving of the 
past so that it can be measured against the present 
and the latter re-evaluated. If this is to be achieved, 
the patient must be encouraged to recall and de- 
scribe specific experiences of the past. Usually pa- 
tients initially make vague and general statements 
such as ‘‘My mother was mean to me,” or “I think 
my father favored my sister.” These statements are 
usually manifestations of a gradual distortion which 
has evolved in the patient’s mind and consequently 
magnified his grievances. The doctor must therefore 
be active in forcing the patient to give specific ex- 
amples to illustrate what he is saying. This can be 


done by interjecting some comment such as “You 
remember this?” or “Can you recall an example 
of that?” 

Activity by the doctor is also warranted in en- 
couraging meaningful associations which illuminate 
present attitudes by showing their connection with 
past experiences. Useful questions are: ‘Have you 
ever felt like this before?” and “Does this person 
(situation) remind you of anyone (anything) you 
have encountered before?” The associations which 
the patient offers to these questions help to reveal 
repetitive patterns of behavior and are often the be- 
ginning of self-understanding and improved reality 
testing. 


Helping the Patient at First Interviews 


After the first five or ten interviews, the patient 
usually understands that he is expected to discuss 
his experiences and accompanying emotions. But 
initially he may be at a loss to start and maintain 
conversation and will need more help from the doc- 
tor. After a pause to allow the patient the initiative 
in starting the interview, the doctor may offer some 
general questions such as “Well, how have things 
been since last week?” or “What has been going on 
since our last talk?” The patient will then pick out 
for discussion whatever seems most important to 
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him. As he talks the doctor listens, and promotes or 
guides the productions of the patient according to 
the previous suggestions. 

After the first subject of the patient’s choice (usu- 
ally events in his life since the last interview) and all 
the tangential topics related to it have been ex- 
plored, there may be a pause. In later interviews the 
doctor may wait for the patient to break the pause 
himself, but in the early interviews, the doctor 
should lessen the tension and promote the discus- 
sion by offering other topics for discussion. 

If the patient has not already mentioned his 
symptoms, the doctor may inquire about these and 
guide the patient to discuss all the circumstances 
surrounding their occurrence. This may help the 


patient to see a recurring pattern of life situations 
and emotions associated with the symptoms. During 
the discussion of these situations and emotions an 
opportunity may arise for guiding the patient to see 
similarities between the current life situations and 
emotions and those of the past. 

If the patient has had no symptoms since the 
previous interview, he may be asked about any re- 
cent problems with other people, or situations in 
which he felt tense or uncomfortable, and these may 


then be discussed fully. 


Use of Reassurance and Suggestion 


Reassurance. The minds of patients with psychic 
tensions are invaded by new, unfamiliar thoughts, 
and their bodies bring them strange feelings. These 
experiences may arouse anxiety in a patient fully as 
much as the stressful situation in which he is em- 
broiled. Inevitably some of the doctor’s remarks 
must be directed toward alleviating the anxiety 
produced by the illness itself, and by the apparently 
alien thoughts and impulses which well up in the 
patient’s mind. Hence the use of appropriately 
placed reassurance and suggestion. 

Tacit reassurance is given constantly to the pa- 
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tient in the general behavior and manner of the doc- 
tor. His continued interest and optimism imply a 
belief that the patient can recover. His continued 
acceptance of the patient reassures the latter against 
doubts of his own lovability and worthiness. 

Beyond a simple initial statement of belief in the 
recovery of the patient, reassurance should rarely 
be expressed. If anything is said, it should be left 
until the patient has finished speaking and should 
be confined to a simple comment implying under- 
standing of the patient’s difficulties or a wish to un- 
derstand more. 

Often the doctor is tempted to interrupt the pa- 
tient’s recital of a problem with eager reassurance. 
Unfortunately hasty reassurance may prevent both 
doctor and patient from understanding the real sig- 
nificance of the problem to the patient. Moreover 
the patient often feels that a doctor who applies 
much or quick reassurance does not appreciate the 
gravity of his difficulties and therefore loses in- 
centive to continue expressing himself. And if ex- 
plicit reassurance is lengthy and elaborate, the pa- 
tient may detect (even when it is not intended) a 
note of unctuousness and hypocrisy reminiscent of 
his own family. 

The matter is sufficiently important to warrant an 
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example. Patients frequently express anxiety about 
losing their minds or going crazy. Doctors have 
heard this so often that they often say quickly: “I 
am quite sure you are not going to lose your mind.” 
Nevertheless it is more therapeutic to say: ‘Why do 
you feel you may lose your mind?” Such a question 
leads to further uncovering of anxieties and other 
symptoms. Moreover by adjusting the tone of his 
voice the doctor may convey some reassurance at the 
same time. The foregoing does not mean the doctor 
should never answer a direct question. It would be 
quite appropriate for him to tell a patient, after the 
anxiety has been fully explored, that he is not going 
to become insane. 

Hasty reassurance and other activity which blocks 
the patient’s expression arise not only from impa- 
tience or boredom. They may stem also from the 
physician’s own anxieties aroused by the topic under 
discussion. The physician may then try to lessen 
his own tension by reassuring the patient, changing 
the topic, or otherwise closing out the subject un- 
der discussion. 

Suggestion. This is a valuable tool which has un- 
deservedly fallen into neglect. Like reassurance, 
suggestion is constantly given to the patient in the 
general manner of the physician. The doctor’s 
whole approach provides a continuing suggestion 
that the patient will recover. Beyond this general 
background of suggestion, it may also be used more 
specifically in connection with particular symptoms 
of the patient. It should always be given in a positive 
forceful style reflecting the conviction of the thera- 
pist. Patients are quick to detect hesitancy in the 
physician, and no suggestion which the physician 
himself doubts is ever accepted by the patient. On 
the other hand, in offering a suggestion for specific 
improvement, it is unwise to set a date for this to oc- 
cur. Should disappointment ensue, the patient will 
lose confidence in the doctor, thus excluding fur- 
ther use of suggestion and perhaps all psychothera- 
py by that doctor. Patients vary greatly in their 
suggestibility, and the language of the physician 
must be guided by his knowledge of the patient. The 
less intelligent are more suggestible than the sophis- 
ticated; the very anxious, more than the relaxed. 
The most important single factor in suggestion is 
the confidence or faith of the patient in the doctor. 
The next most important factor is the inner convic- 
tion of the doctor in the reasonableness of his sug- 
gestion. Specific verbal suggestion should be de- 
ferred until the patient has acquired maximal con- 
fidence in the doctor, and until the latter is con- 
vinced that the patient’s disorder can be remedied. 


No other remarks or instructions of the physician 
must interfere with suggestion and reassurance. 
This would seem obvious, yet physicians frequently 
wish to cover themselves against an error and make 
qualifying statements which completely vitiate the 
value of a suggestion. For example, they may say: 
**Your heart is really quite sound. These palpita- 
tions are coming from nervousness and will soon 
pass off. Just take it easy for a while and you'll be 
all right.”” The last sentence erases any benefit 
which the first two might have achieved. A physi- 
cian may, if he wishes, insure himself against all 
error by making such reservations in his remarks to 
patients. But if he chooses to do this he simultane- 
ously deprives himself of the therapeutic tool pro- 
vided by an optimistic attitude and tacit or ex- 
pressed suggestions of improvement. 

Suggestions should be phrased in a positive form. 
It is better to say “Be optimistic” than ‘Don’t be a 
pessimist.” The reason lies in the way fantasy pro- 
motes belief and conviction. The first remark evokes 
in the patient’s mind the picture of a cheerful, 
hearty person without cares, and the patient sees 
himself as this person and tends to become him. 
The second, negative phrase suggests that the doc- 
tor thinks the patient is already a gloomy doubter, 
and he begins to entertain this image of himself, and 
then tends to resemble it more. It is well to remem- 
ber that people develop the qualities which are 
attributed to them. 

Persuasion. This technique, which is an effort to 
talk the patient out of his symptoms is little em- 
ployed today, although in the hands of those gifted 
in its use, it has been valuable in the past. For the 
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most part, reassurance, suggestion, and (to a lesser 
extent) persuasion are either a constant background 
of therapy or adjunctive measures. The main focus 
of modern psychotherapy is upon modification of 
the patient’s feelings and attitudes, rather than 
upon suppression of the symptomatic manifesta- 
tions of psychic tension. 


Explanatory Remarks 


Every patient requiring psychotherapy is to some 
extent in need of explanation and education. This 
statement is true, even though the patients are in- 
telligent and well educated, because anxiety re- 
stricts the ability to acquire knowledge. To the 
anxious person many ideas, situations, and persons 
are so threatening that interests become con- 
stricted, and the patient may be shut off from large 
areas of life although ostensibly a well-informed 
person. Most commonly in our culture, patients 
need information about sexual matters, but the doc- 
tor will be called upon to educate in many other 
subjects also. Simple information about mental 
mechanisms and psychic defenses (phrased in non- 
technical language) is often helpful. The patient 
also learns that his thoughts and feelings are com- 
mon to all men and that he is not the isolated 
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monster, not the lonely owner of a mental cesspool 
which he thought himself to be. Education and ex- 
planation should be done in brief comments spread 
through the interviews. The psychotherapeutic ses- 
sion must never degenerate into a lecture. 


Helping the Patient To Understand 


All psychotherapy must somewhat support the 
patient in that the doctor offers him acceptance, 
encouragement, and assistance with his problems. 
Not infrequently such support is all that is required 
to carry a basically healthy person over a stressful 
period of life. However, this same support, if ex- 
cessive, may lead to stagnant dependency of the 
patient on the doctor. The patient may feel better 
for a time while seeing the doctor regularly, but 
may instantly relapse when the interviews are ter- 
minated. For lasting improvement, the patient’s 
attitudes and feelings about himself and others must 
undergo some change. Psychotherapy should help 
the patient to see himself somewhat as others see 
him. To a great extent this occurs automatically as 
the patient expresses his experiences and feelings to 
the doctor. However, the patient may be helped to 
further self-understanding by appropriate com- 
ments and interpretations of the doctor. 

It has already been stressed that the doctor 
should say little, hence his interpretive comments 
will be few and brief. In general they should be de- 
signed to help the patient recognize aspects of his 
feelings and behavior of which he has been previ- 
ously unaware. 

Usually the doctor will first use interpretive re- 
marks to help the patient see cause-effect relation- 
ships of which he has been previously unaware. 
Thus the patient needs help in seeing the associa- 
tion of symptoms and emotions, and the association 
of emotions and changes in relations with other 
people. Thus from a seeming chaos of symptoms 
and emotions which to the patient “just come on 
me,” some ordered patterns of cause and effect 
emerge. 

One of the commonest difficulties of patients 
needing psychotherapy is the inability to recognize 
and admit to themselves and others all of their 
important feelings and attitudes. This self-decep- 
tion is not, for the most part, a conscious act, but 
arises from the fact that certain emotions and im- 
pulses (especially fear, anger, and sexual desires) 
were made alien to the patient in his childhood by 
the attitudes of his parents. Thus a child may have 
been so censured for being angry that he lost the 
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ability to recognize his own feelings of anger. As an 
adult he will say, “I’m not angry, just hurt,” but his 
behavior will be manifestly hostile and destructive 
toward the person who hurts him. The doctor’s 
attitude throughout the psychotherapy constantly 
encourages the patient to express (and hence to 
recognize) all his feelings, but he may also need 
to help by interpretive remarks and questions. 
For example, the doctor may coax, ‘Did you feel a 
bit angry also when your husband gambled his pay 
check?” As the patient becomes “truer” to him- 
self, he has less need to be on guard with others, 
and has correspondingly less tension. 

Interpretive remarks are also used to help the 
patient see a meaning of his behavior of which he 
was unaware. If he can be helped to see the effect 
of his behavior on others, he can often be helped to 
recognize that this was the effect he really (even if 
unconsciously) intended. A simple example of this 
is the suicidal gesture which is physically self- 
directed, but nearly always made with the intention 
of hurting others. Patients usually do not see the 
defensive nature of their behavior and need help in 
understanding its full meaning. For example, the 
shy and lonely college girl who is afraid of people, 
rationalizes her loneliness by saying that people are 
shallow, faithless, and out for themselves. She in- 
sists she is better off without them. Interpretive re- 
marks may help her see that this attitude is second- 
ary to her fear of people. 

Another use of interpretive remarks and ques- 
tions is that of helping the patient to recognize re- 
current reaction patterns, or similar feelings and 
behavior in similar situations. This can often be 
done by questions such as: ‘Have you ever felt this 
way about anyone else?”’, or more direct comments 
such as “It seems to me you probably feel the same 
way about missing the promotion as you felt when 
you were held back a year at school.” 

Three criteria should be satisfied by interpretive 
remarks. They should be true within the limitations 
of the available data, they should be constructive, 
and they should be suited to the patient’s current 
state of intelligence and self-understanding. 

Interpretations should not be in any way deroga- 
tory or devaluing to the patient. His self-esteem has 
already been badly damaged and needs repair. 
Furthermore the goal of encouraging self-expression 
is not attained by brusque remarks such as “This 
anger is really just panic,” ‘Your trouble is only in 
your mind,” or ‘You’re letting your imagination 
run away with you.”” We should rather convey con- 
stantly to the patient the impression that his feel- 
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ings and behavior are, under the circumstances, 
natural and understandable, even if not always 
satisfactory to himself and others. 

We may tell the patient all we know about him, 
perhaps explaining in technical jargon that he has 
an Oedipus complex or mother fixation, but when 
we are through the patient will be no better. We 
have probably only repeated in more sophisticated 
language what his friends have already told him. 
The doctor must sedulously avoid the temptation 
to expose all his knowledge of the patient in a 
showy or a “holier-than-thou” manner. Such be- 
havior by the doctor can only channel the therapy 
into one of two unfavorable courses. Either it lapses 
into an intellectual exercise and the patient is de- 
prived of the emotional experience which is the 
essence of psychotherapy, or it annoys the patient 
and dams up his flow of self-expression. 

Interpretations should therefore be aimed at 
leading rather than forcing the patient to insight. 
We must not, as it were, thrust a mirror before his 
eyes but rather show him a room where there are 
mirrors on the walls. Interpretations should there- 
fore rarely take the form of direct confrontation. 
They should be flanking, infiltrating movements 
which do not arouse further the psychologic de- 
fenses of the patient. So it is important for the doc- 
tor to avoid dogmatism or authoritarian attitudes in 
offering interpretations. On the contrary the doctor 
must show a spirit of inquiry and a friendly willing- 
ness to revise interpretations when they are shown 
to be invalid. 

When we offer some interpretation to the patient 
for which he is not ready, we see that it does not 
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“take” by the fact that he continues to talk as if he 
did not understand it, sometimes as if he did not 
even hear it. This may be due to the use of excessive- 
ly technical and abstract language beyond the com- 
prehension of the patient. More often the patient 
is not ready for the particular interpretation and 
some more superficial comment should be made in- 
stead. If the interpretation “takes,” the patient will 
react in some way, perhaps by angrily rejecting it 
or perhaps by accepting it and elaborating further 
himself. Both these results show the importance (not 
necessarily the validity) of the interpretation, and 
both lead to further expression by the patient. If the 
interpretation “takes” and is relevant, further dis- 
cussion will establish or disprove its validity. 

Failure of interpretations to “take” can be re- 
duced by first asking the patient to give his opinion 
about a matter under discussion. This not only 
gives him a chance to gain further understanding of 
himself, but it also serves the two further purposes 
of showing the doctor the amount of understanding 
already achieved and of reminding the patient that 
he shares responsibility for the success of therapy. 
From the reply of the patient the doctor can esti- 
mate the probable reception of a meditated inter- 
pretation. 

Questions provide an excellent medium for inter- 
pretations. The doctor may say, for example: “Do 
you think you were frightened as well as angry?”, 
or ‘What effect do you think your not doing the 
housework had on your husband?” 

Another effective interpretive technique is a re- 
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phrasing of what the patient has just been saying, 
so that he hears his own words summarized and, 
as it were, played back to him. For example, after a 
patient concludes a lengthy but vague account of 
sexual problems, the doctor may say: ‘‘So you feel 
that you have a normal sex drive, but something, 
some fear seems to be blocking you.” The patient 
will then probably amplify further by discussing 
his specific fears concerning sex. 

Repeating the remarks of the patient in more 
concise form thus obliges him to face what he is 
saying and feeling. At the same time since his own 
words and phrases are used, his defenses are not 
likely to be aroused. Also this is an excellent method 
of keeping the interview moving, since the rephras- 
ing by the doctor conveys his acceptance and under- 
standing of the patient who is thereby encouraged to 
continue. 

Still another indirect method of offering inter- 
pretations is the discussion of persons known to the 
patient. The doctor can often be much more direct 
(although he must still be conservative) in offering 
interpretations about persons other than the pa- 
tient. He may point out, for example, that the pa- 
tient’s mother was harsh to her children at times 
when her husband was unkind to her. The patient 
may then see that her own severity toward her chil- 
dren radiates from resentment felt toward her hus- 
band. It must be kept in mind that such discus- 
sion should not remove the patient himself from 
the main focus of interest. 

When direct interpretive comments are made, 
they should be offered in simple, short sentences, 
never in rambling paragraphs. It is well for the 
doctor to be tentative in the phrasing of his initial 
interpretation of a particular problem, reaction, or 
item of behavior. Thus the doctor may preface his 
remarks with phrases such as: “It seems to me 
that. ..”, or “I was wondering if. . . .” Instead of 
saying, “You have diarrhea because you’re scared,” 
it is preferable to say, “It is quite likely that your 
diarrhea is tied up with your nervousness. We find 
they often go together.” 

Interpretations should be offered when the pa- 
tient is relatively relaxed and showing positive feel- 
ings for the doctor. If the patient is extremely 
anxious, much depressed, or in the middle of one of 
life’s crises like a divorce or bereavement, he is not 
usually a suitable target for interpretations. In these 
circumstances the doctor needs to be more sup- 
portive, taking care not to become too sweetly 
sympathetic or intimate so that he cannot later 
resume some interpretation. 
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Give Advice Sparingly 


The patient should be encouraged to make his 
own decisions. Patients who need psychotherapy 
have usually been dominated by others, and al- 
though they have resented this control, they are 
unable to shake it off because of their excessive de- 
pendency. If now the doctor makes decisions for 
them, they may outwardly acquiesce and even ap- 
pear grateful, but the original state of resentful 
dependence persists. 

A further reason for not giving direct advice is the 
difficulty, perhaps the impossibility of deciding on 
a course of action which will be appropriate to the 
patient’s, individual needs and abilities. The doc- 
tor who permits himself to give advice will be 
tempted to advise what he has found helpful for 
himself, which may or may not help the patient. 

In particular, advice encouraging specific major 
changes such as marriage, divorce, change of job, 
pregnancy, etc., should be avoided. There may be 
a few occasions where inhibiting advice from the 
doctor is helpful. Thus if the patient exclaims that 
he is going off to get a divorce or resign from his 
job, the doctor may offer a word of caution such as: 
‘I wonder if you’re really relaxed enough to make 
a good decision about this matter.” 

It is also permissible for the physician to offer 
advice which can be generalized, as contrasted with 
advice to specific actions. Many patients neglect the 
rules of physical and mental hygiene and need in- 
struction therein. The test of the permissibility of 
a given piece of advice is whether or not it can be 
applied to many occasions. For example, the doctor 
should not advise the patient to change his job, 
but he may encourage him to express his feelings to 
the boss more than he has been doing. Similarly he 
may tell the patient it would be helpful for him to 
confide more in his wife. 

Patients frequently seek the approval of the doc- 
tor for decisions which they have made. He should 
give his approval if he agrees with the patient. On 
the other hand, if he feels that the patient’s decision 
was unwise, he should try to avoid saying so. It is 
usually possible to avoid a committing statement. It 
is important for the patient to feel that the doctor 
is backing him as a person whatever he does. 


Frequency of Interviews 


In the psychotherapy discussed in this paper, 
interviews about once a week are optimal for 
progress. Less frequent interviews allow the signifi- 


cant material under discussion to recede from the 
patient’s memory, and at each interview time is 
consumed in going over old material. Repetition is 
not necessarily detrimental but, on the contrary, is 
often necessary and constructive, since each dis- 
cussion helps to modify the patient’s feelings some- 
what further. However, repetition should be occa- 
sioned by continued tension associated with the 
subject, not by forgetfulness arising from infrequent 
discussions. 

More frequent interviews increase the depend- 
ency of the patient on the doctor more than is de- 
sirable in this sort of psychotherapy. Nevertheless 
it may be advisable to see the patient two or even 
three times a week during periods of particular 
stress and tension. If at the end of one interview, the 
patient shows evidence of considerable tension or 
has expressed extremely anxious or depressive 
thoughts, the doctor should say: ‘Possibly we 
should talk again sometime between now and the 
next regular appointment.” From the patient’s re- 
action to this statement, and with further discus- 
sion, the matter may be decided appropriately. 

After the patient has improved, the interviews 
should be spaced further apart so that the patient is 
seen first, once every two or three weeks, and then 
once a month. Sometimes patients themselves indi- 
cate their growing detachment from the treatment 
by breaking appointments or coming late. When 
this occurs, the progress of the therapy and the 
possibility of less frequent interviews should be dis- 
cussed with the patient. 

If the doctor is obliged to terminate treatment 
himself before the patient is well, this should also be 
discussed with the patient well in advance. The 
patient should be encouraged to express his feelings 
on the subject. If possible, arrangements should be 
made to transfer the patient to another doctor. It 
may be pointed out to the patient that this may even 
be beneficial to him because it is frequently ob- 
served that a patient derives some help from a sec- 
ond doctor which he has missed with the first. Each 
is able to see a different aspect of the patient’s 
problem. 

Considerable importance is attached to regular 
interviews at set times. If the doctor breaks or de- 
fers appointments or keeps the patient waiting, this 
is construed by the patient as a lack of interest or a 
lack of confidence in his method. The same inter- 
pretation is made if he permits the patient to be 
casual. If the patient breaks appointments or is 
often late without volunteering a reasonable excuse, 
the matter should be discussed openly with him. 
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Sources of Some Failures 


Some patients do not improve under the fore- 
going therapy for a variety of reasons. The emo- 
tional problems may be too serious to be handled 
with infrequent sessions, and more extensive and 
intensive therapy such as psychoanalysis may be 
indicated. Or the patient may become blocked in 
expressing himself because of strong feelings which 
develop toward the physician. These may some- 
times arise from a transference to the doctor of feel- 
ings which the patient developed toward people 
important in his earlier life. Or they may arise from 
failure of the doctor to be accepting and noncritical 
of the patient, from his pushing the patient to 
express himself too rapidly, or from his attempting 
to force insight on the patient. Unfortunately such 
strong feelings often build up insidiously without 
the doctor’s being aware of them. They may become 
too great to be resolved in the sort of psychotherapy 


CERVICAL CYTOTESTS FOR CANCER 


CERVICAL cytotests as a screening procedure in the family physician’s office are yielding bril- 
liant results in several centers. The family physician’s office is the logical cancer-detection 


discussed here, and further treatment may not be 
feasible. Always in such an impassé it is best to dis- 
cuss the matter with the patient. The patient may 
at first be taken aback by the candor of the doctor in 
asking for his opinion as to what is slowing up their 
work together. But then he may come to appreciate 
a sincerity which he has perhaps not often encoun- 
tered before. The doctor and patient may be able to 
discuss the obstacles to progress and may then pro- 
ceed further. If this is impossible, the patient 
should be referred to a psychiatrist for more spe- 
cialized help. This step does not mean that the 
effort has been worthless, for the patient will have 
obtained much from the experience. Nor should the 
physician consider failure a reflection on his ability. 
If he has exhibited the earnestness, sincerity, and 
desire to understand the patient which are the pre- 
requisites for successful psychotherapy, failure has 
probably occurred for reasons which are outside 
his control. 


clinic today, and with the widespread use of cytology, it is the conviction of many that the 
ultimate potential of this system of cancer detection and control is far beyond present expecta- 


ACTH FOR RHEUMATIC FEVER 


tions.—J. E. Ayre, New England J. Med., 247: 361, 1952. 


**THE primary aim in the treatment of rheumatic fever is the prevention of crippling heart 


disease. There is no indication at the present writing that ACTH can accomplish this particu- 
lar aim. Much longer periods of observation and a much larger number of patients will be 
necessary before any such conclusion can be reached.” —J. A. Suemnkopr, et al., Am. J. M. Sc., 


224: 390, 1952. 


HYPERTENSION AND EMOTIONS 


“Our failure to deal adequately with hypertension stems in large part from our concern about 


‘bringing the blood pressure down’, and from our failure to recognize the emotional origin of 
most of the symptoms that are attributed to the high blood pressure.” —-Epwarp Weiss, et al., 


Ann. Int. Med., 37: 677, 1952. 
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Silicosis 


THE term pneumoconiosis is used to describe 
all the diseases due to the deposition of dust 
in the lungs. 

Silicosis, the most common and most im- 
portant of the pneumoconioses, is caused by 
inhalation of dust with a high silica (silicon 
dioxide) content. The silica particles reach 
the alveoli from which they are transported by 
wandering macrophages to the interstitial tis- 
sue and thence to the lymphatics. Some are 
deposited in the tiny lymphoid masses along 
the course of the peribronchial and periarter- 
ial lymph channels, while others are trapped in 
the tracheobronchial lymph nodes. Accumula- 
tion of the dust phagocytes also occurs in the 
subpleural lymphatics. The presence of silica 
stimulates connective tissue formation result- 
ing in nodular foci of fibrosis in the intrapul- 
monary lymphoid tissue and the tracheobron- 
chial nodes. Coalescence of the nodular areas 
results in massive conglomerate lesions. 

The development of silicosis is dependent 
upon the inhalation of silica particles under 10 
microns in diameter, and the most dangerous 
are those under 3 microns, approximately the 
length of the tubercle bacillus. The protective 
mechanisms of the nasopharynx, trachea, and 
bronchi—the hairs in the nares, the moist tur- 
binate bones, and the ciliary motion of the 
tracheobronchial mucosa—prevent larger dust 
particles from reaching the alveoli. In addition 
to particle size, the duration of exposure must 
be from two to twenty-five years, and concen- 
tration of particles in the air must be greater 
than 5,000,000 per cubic foot. Additional 
factors that influence the development of sili- 
cosis are individual susceptibility, the pres- 
ence of coincidental contaminating dusts, as- 
sociated chronic pulmonary infections or 
other pulmonary diseases that impair the 
cleansing mechanism of the lung. 

The diagnosis of silicosis is based on the 
correlation of the history of a significant dust 
exposure, a physical examination to help ex- 
clude other conditions that might cause simi- 


lar symptoms, and the roentgenogram. Al- 
though enlarged hilar shadows and prominent 
truncal linear markings are early roentgen 
changes in silicosis due to connective tissue 
proliferation in the tracheobronchial lymph 
nodes and in the peribronchial and perivascu- 
lar lymphatics, these findings are difficult to 
evaluate and may be within the limits of nor- 
mal, may be due to technical factors, or may 
be caused by many unrelated conditions. For 
this reason, the earliest acceptable x-ray le- 
sions of silicosis are small, discrete, multiple 
nodules one to six millimeters in diameter and 
distributed throughout both lungs, but often 
less prominent in the apical, peripheral, and 
basal portions. Enlarged hilar glands are com- 
monly associated. Conglomerate lesions due to 
a coalescence of nodules may occur and are 
found more frequently in the upper half of the 
lung fields. Conglomeration may be due to an 
accumulation of an excessive amount of dust 
in portions of the lung previously damaged by 
infection or other disease. 

Silicosis with infection is manifested by a 
modification of the lesions described. Mottling 
is seen as shadows of varying size with poorly 
defined borders and without uniform distribu- 
tion. These densities are more likely to change 
than are the silicotic nodules. Soft nodulation 
is also indicative of infection and is repre- 
sented by haziness of the outline of the sili- 
cotic nodules. Massive shadows due to silicosis 
with infection may be indistinguishable from 
the conglomerate density of simple silicosis. 
Other lesions that may be found are tubercu- 
lous cavities, cavities resulting from necrosis 
of anemic infarcts, emphysema, pleural thick- 
ening, and deformities of the domes of the dia- 
phragm. 

An interesting roentgen finding occasion- 
ally noted in the hilar regions is a cluster of 
spheroid nodules one to two centimeters in di- 
ameter, each with a sharply defined calcified 
periphery. The term “egg-shell calcification” 
has been used to describe this lesion. 
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Figure 2. Widespread fine nodules plus coalescent opaci- 
ties in upper portions of both lungs. The latter densities 
were due to tuberculosis. 


Figure 3. In addition to small nodules, there are bilateral, 
symmetrical conglomerate densities in the middle portions 
of the upper lung fields. Pathologically, these represented 
areas of aseptic necrosis due to silicosis. 


Figure 1. Diffuse fine nodular lesions, and conglomerate 
opacities at right base and in upper third of left lung. 
The large opacities were not due to infection. There is also 
basal emphysema. 
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1. In cases of methyl alcohol poisoning, the immedi- 
ate effect most to be feared is: 


4. Blindness 


1. Hypoglycemia. 
5. Peripheral neuritis. 


2. Acidosis. 
3. Alkalosis. 


2. A 69-year-old man who has seemingly been in good 
health, develops incarceration of an inguinal hernia. 
During emergency surgery he is briefly in shock. 
Eighteen hours after operation, he again appears to be 
in mild shock but examination is not otherwise remark- 
able. The complication in this case is most likely to be 


disclosed by: 
1. Blood culture. 
2. Chest film. 
3. Abdominal film. 


4. Serial electrocardiograms. 
5. Venous pressure measure- 
ment, 


3. Chronic ulcerative colitis predisposes to carcinoma 
of the colon. This predisposition is reduced if: 

1. The colitis had been quiescent for long periods. 

2. The colitis is of long duration. 

3. The colitis is attended by pseudopolyposis. 

4. The colitis is of recent onset. 

5. The colitis has been active for a long time. 


4. The Sulkowitch test for calcium in the urine is 
likely to be negative in: 

1. Patients taking large doses of calciferol. 

2. Patients having hyperparathyroidism. 

3. Patients taking large doses of dihydrotachysterol. 

4, Tetany due to alkalosis. 

5. Tetany due to hypocalcemia. 


5. Since the advent of penicillin therapy, there has 
been an increase in the relative incidence of infections 
due to: 


1. Streptococci. 
2. Staphylococci. 
3. Gonococci. 


4. Meningococci. 
5. Pneumococci. 


6. Warfarin, a rat poison, is dangerous to humans be- 
cause it: 


4. Causes acidosis. 
5. Causes alkalosis. 


1, Contains arsenic. 

2. Contains phosphorus. 

3. Prolongs the prothrom- 
bin time. 


7. The onset of symptoms of acute occlusion of a 
peripheral artery is insidious in about what percentage 
of patients: 


4. Seventy-five per cent. 
5. Ninety per cent. 


1. Ten per cent. 
2. Twenty-five per cent. 
3. Fifty per cent. 


8. When a patient is treated with ACTH, there would 
be reason for routinely giving at the same time: 


1. High salt diet. 4. Sodium lactate. 
2. Anticoagulants. 5. Ascorbic acid. 
3. Bicarbonate of soda. 


9. Alcohol is used in treatment of acute pulmonary 
edema for its: 


1. Antifoaming properties. 
2. Caloric value. 
3. Sedative effect. 


4. Vasodilating effect. 
5. Hypotensive effect. 


10. The patient whose retina is shown in the photo- 
graph below probably has: 


1. Miliary tuberculosis. 

2. Lupus erythematosus 
disseminatus. 

3. Severe hypertensive 
vascular disease. 


4. Syphilitic choroiditis. 
5. Glaucoma. 


11. A woman having symptoms and signs of pyelo- 
nephritis, is found to have an alkaline urine. This should 
suggest that she: 

1. Is pregnant. 

2. Has infection by an organism that splits urea. 

3. Has an infection due to E. coli. 

4. Needs no treatment because she will recover spontane- 

ously. 

5. Needs treatment with acidifying salts, 
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12. The patient shown in the accompanying photo- 
graph should have his lid lesion treated by: 


4. Cortisone eye drops. 
5. Cortisone by mouth. 


1. Incision and drainage. 
2. Excision. 
3. Penicillin ointment. 


‘13. In the following, pick the combination of agents 
likely to be antagonistic: 

1. Chloramphenicol-penicillin. 

2. Penicillin-sulfadiazine. 

3. Penicillin-streptomycin. 

4. Aureomycin-terramycin. 

5. Streptomycin-sulfadiazine. 


14. A principal difference between homologous serum 
jaundice (SH) and infectious hepatitis (1H) is: 

1. Higher mortality in IH. 

2. SH more readily prevented by gamma globulin. 

3. No cross-immunity. 

4. Higher incidence of chronic residuals in IH. 

5. Liver function tests positive earlier in IH. 


15. A child having an acute febrile illness develops a 
brief convulsion localized to one side of the body. This 
is: 

1. Suggestive of cortical vein thrombosis or brain abscess. 

2. A less ominous sign than a generalized convulsion. 

3. Probably a hysterical reaction. 

4. Probably from tetany secondary to hyperventilation. 

5. Indicative of dehydration. 


16. In cases of barbiturate coma, a valuable agent for 
evaluation of the depth of the coma is: 


1. Metrazol. 
2. Mecholyl. 
3. Picrotoxin. 


4. Atropine. 
5. Epinephrine. 


17. In the case of a young man who has fainted re- 
peatedly soon after breakfast, while shaving, a diagnosis 
is most likely to result from which one of the following 
combinations of tests: 

1. ECG, EEG, fasting bloed sugar. 

2. ECG, measurement of arterial blood pressure in legs 

and arms, fasting blood sugar. 

3. ECG, measurement of blood pressure when supine 

and when erect, test of carotid sinus sensitivity. 

. ECG, test of carotid sinus sensitivity, fasting blood 
sugar. 

. Test of carotid sinus sensitivity, measurement of 
blood pressure in arms and legs, fasting blood sugar. 


18. A young woman suddenly develops weakness and 
palpitation. The heart rate is 180, the rhythm is seem- 
ingly regular, the first sound is constant in intensity. 
The probable diagnosis is: 


1. Paroxysmal auricular tachycardia. 
2. Auricular fibrillation. 
3. Auricular flutter with varying A-V block. 


4. Ventricular fibrillation. 
5. Ventricular tachycardia. 


19. Crises in congenital hemolytic anemia are caused 
by: 

1. Accelerated hemolysis. 

2. Splenic infection. 

3. Accelerated hemolysis or bone marrow aplasia. 

4. Intrahepatic or extrahepatic biliary tract obstruction. 

5. Conglutination of erythrocytes. 


20. “Barn itch” is a disease caused by: 

1. Contact with pigs. 4. A mold transmitted by 

2. Contact with hay. goats. 

3. Contact with barnyard 5. A fungus transmitted by 
fowl. cattle. 


21. The surgical treatment of lung abscess is best ac- 
complished by: 
. Immediate drainage. 
. Lobectomy preceded by drainage. 
. Medical therapy followed by drainage. 
. Medical therapy followed by resection. 
. Postural drainage and bronchoscopy followed by pneu- 
mothorax. 


22. A young man is suspected of having hemophilia 
because of a history of bleeding excessively from minor 
injuries. Tests of bleeding time, clotting time, clot re- 
traction, platelet count, and prothrombin time are nor- 
mal. These findings are an indication: 

1. That the history is unreliable. 

2. For a prothrombin consumption test. 

3. That the patient does not have hemophilia. 

4. That the patient has pseudohemophilia. 

5. For a bone marrow biopsy. 


23. The basic pathologic feature of diabetic retinop- 
athy is: 

1. Petechial hemorrhages. 

2. Arteriolar changes indistinguishable from those of hy- 

pertension. 

3. Discrete capillary aneurysms that look like petechiae. 

4. Central artery occlusion. 

5. Retinal detachment. 


Answers appear on page 141. 
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Practical Therapeutics 


MANAGEMENT OF RHEUMATIC FEVER 


BY BERNARD J. WALSH, M.D. 
Georgetown University School of Medicine, Washington, D.C. 


Ruevumatic fever is an acute infectious disease of 
unknown cause with a special tendency to injure the 
heart. While the exact mechanism continues to 
elude all investigators, there is convincing evidence 
that the hemolytic streptococcus plays the chief role 
in the precipitation of nearly all attacks. Rheumatic 
fever occurs at that time of the year, in those cli- 
mates, and in the part of the population which has 
the highest incidence of acute respiratory infec- 
tions, particularly sore throats (Chart 1). Scarlet 
fever, known to be due to a hemolytic streptococcus, 
often precedes rheumatic fever. Epidemics of rheu- 
matic fever have occurred in orphanages and simi- 
lar institutions following a high incidence of strep- 
tococcic pharyngitis. In World War I and especially 
in World War II, rheumatic fever occurred in large 
numbers in certain basic training camps of the 
armed forces following epidemics of scarlet fever 
and sore throats. Further evidence of the impor- 
tance of the hemolytic streptococcus in the causa- 
tion of rheumatic fever is the fact that persons given 
a small daily ration of sulfonamide or antibiotic will 
have a much lower incidence of pharyngitis and 
respiratory infection and of rheumatic fever than a 
comparable group not given these substances. 

Rheumatic fever occurs during peacetime chiefly 
in children. It affects both sexes about equally. The 
most frequent age at which it occurs initially is 
about seven years. Unlike many infectious diseases 
of childhood, rheumatic fever does not confer any 
immunity; instead it makes an individual likely to 
have further attacks. 

It is not too well known that rheumatic fever is 
the commonest cause of death in this country in 
those between the ages of 5 and 20. The outstand- 
ing effect of rheumatic fever is to injure the heart 
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(65 per cent of cases). It is the cause of 85 to 90 per 
cent of all heart disease between the ages of 2 and 20 
years, and in half of the patients with heart disease 
up to the age of 50 years. 


The Clinical Picture 


While rheumatic fever does occur subclinically 
and at times can be distinguished only with great 
difficulty from other infections, it can be clearly 
recognized in nearly all of those afflicted with it. 

Sydenham’s Chorea. This curious and infrequent 
condition should be considered a manifestation of 
active rheumatic fever, whether or not there is fever 


Chart 1. The seasonal variations in the onset 
of rheumatic fever, including recurrences. 
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or other complaint and even in the absence of heart 
injury, leukocytosis, and fast sedimentation rate. 
Sydenham’s chorea consists of the gradual, some- 
times abrupt, development of purposeless, unco- 
ordinated movements of hands, feet, and face. 
Generally it occurs in a moderately severe form. 

The patients, if they have anything but the mild- 
est degree of chorea, are unable to perform with ac- 
customed ease, acts that require co-ordination and 
dexterity. Buttoning clothes, riding bicycles, skat- 
ing, etc., cannot be carried out as they were for- 
merly. Patients with chorea show their character- 
istic inco-ordination while attempting some moder- 
ately complex physical act, by an uneven, unbal- 
anced, jerky type of gait, and by difficulty in main- 
taining a firm grip on eating utensils. Very often a 
change in a child’s handwriting to an irregular, 
relatively illegible script is among the early mani- 
festations. The inability of a patient to maintain a 
sustained grip and the tendency to make the dorsum 
of the hand spoon-shaped when asked to extend the 
fingers are useful points in the diagnosis. 

Chorea is uncommon, many physicians seeing 
only one or two instances in a large experience with 
children and adolescents. It is not surprising then 
that nearly all patients referred to this author in 
private practice as having chorea did not have it, 
but did have mannerisms or habit spasms repre- 
senting emotional instability and anxiety states. 

The development of congestive failure in a child or 
adolescent known to have rheumatic heart disease 
is almost always proof that the patient has active 
rheumatic fever. This is so despite what the temp- 
erature curve may be, in the absence of joint or 
extremity complaint, and in the presence of normal 
laboratory studies. While injury to the valves of the 
heart is characteristic of rheumatic fever, the heart 
muscle is probably always simultaneously affected, 
though unless the injury to the heart muscle is dif- 
fuse and rather considerable, it may be difficult to 
recognize it in a living patient. 

The clinical features of heart failure in children 
are dominantly right ventricular, that is, generalized 
edema, large liver, few or no pulmonary rales, and 
little dyspnea (Figure 1). 

One seldom sees congestive failure in a patient 
under 20 years and even under 30 years of age, due 
solely to the ravages of long-standing rheumatic 
valvular disease. Physicians who examine over a 
long span of years many young patients with rheu- 
matic heart disease and moderate to marked cardiac 
enlargement, are impressed with how well these 
patients are, how active they can be without notable 


dyspnea, tf they do not have active rheumatic fever. 

Murmurs. The appearance of the long harsh 
systolic murmur at the cardiac apex of mitral re- 
gurgitation, or the blowing diastolic murmur along 
the left sternum of aortic regurgitation, in the 
course of a febrile illness generally means that the 
infection is rheumatic fever. 

Migratory polyarthritis, particularly if accom- 
panied by redness, heat, and swelling, should be 
considered as due to active rheumatic fever unless 
proven otherwise. Worth remembering is the fact 
that the arthritis of rheumatic fever may occur in 
only one joint. 

Subcutaneous Nodules. Between 5 and 10 per cent 
of patients with rheumatic fever develop painless 
firm nodules ranging in size from that of a pinhead 
to a pea, most frequently about the elbows, the oc- 
cipital portion of the scalp, the knees, and the ankle 
joints (Figure 2). Occasionally they are also found 
in the tendon sheaths of the hands and feet. 

They are of little importance as they rarely occur 
except in the presence of severe or recently severe 
rheumatic fever and rheumatic heart disease. They 
are frequently overlooked except by trained exam- 
iners, and they are difficult to distinguish clinically 
and histologically from similar nodules found in a 
few patients with rheumatoid arthritis. 

Arthralgia and Leg Aches. Unusual, often incapac- 
itating pain in the soft parts of the arms or legs is 
occasionally a manifestation of rheumatic fever in 
the absence of actual joint involvement. It is note- 
worthy that no more than 60 per cent of patients 
with rheumatic fever have joint involvement or sig- 
nificant aching or pain in the arms or legs. Unless 
leg or arm aches are associated with the general 
appearance of ill health, fever, poor appetite, it is 
difficult to give much weight to this complaint. 

So-called “growing pains,” by which we mean 
pain occurring behind the knees in an otherwise 
well child, are not due to rheumatic fever. These 
“growing pains” often appear during sleep in a 
child who seemed well on going to bed and whose 
health appears excellent on arising the following 
morning. In the meantime this child may have 
awakened with considerable pain behind the knees, 
occasionally in the anterior aspect of the lower legs, 
very rarely in the arms, which is relieved by reas- 
surance, massage, and heat. Such pains in some 
children are frequent; and when these complaints 
are initially or altogether nocturnal and not accom- 
panied by other evidence of illness, they are not due 
to rheumatic fever and are seldom due to any other 
infection or disease. 
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Fever. Although the presence of fever has been 
long considered an essential feature of rheumatic 
fever and its absence a dependable sign of recovery, 
such is not the case. Fever does not occur as the 
only evidence of rheumatic fever; other evidences 
of the disease are always present to substantiate the 
diagnosis. 

A temperature of 101 to 103 degrees rectally dur- 
ing the first two weeks is characteristic of rheumatic 
fever. Occasionally fever may return in two or three 
weeks for a few days, or it may rise above 100 several 
times a week for several weeks. In the usual case 
the temperature comes to normal in about two 
weeks and remains so. 

These statements apply to patients not receiving 
salicylates, since the temperature curve can be kept 
within normal limits in nearly all rheumatic fever 
patients by the daily use of salicylates. About 15 per 
cent of patients with active rheumatic fever do not 
have elevation of temperature beyond normal range 
at any time in the course of the disease. 

It is well to bear in mind that a temperature of 
100 degrees by rectum and 99 to 100 by mouth in 
the late afternoon is not unusual in normal children. 
Lack of recognition of this fact has led to the erron- 
eous diagnosis of rheumatic fever. Also rectal 
temperatures as high as 102 degrees have been 
found to persist in some healthy individuals for an 
hour or more after strenuous exercise. 

Tachycardia. It has been our experience that the 
heart rate is of little or no aid in the diagnosis of 
rheumatic fever. Many patients, including some 
with severe disease, have no notable increase in 
heart rate. On the other hand, rates of 120 to 150 
per minute in normal children undergoing examina- 
tion are not unusual. When tachycardia is due to 
rheumatic fever there are always other impressive 
signs present. 

Erythema Marginatum. Like subcutaneous nod- 
ules, this rash while not diagnostic, is highly sug- 
gestive of the presence of active rheumatic fever. It 
consists of flat (rarely raised) lesions, circular in 
form, most frequently seen over the inner surfaces 
of the arms, legs, and abdomen (Figure 3). Only on 
one occasion has this writer seen it on the face. 
The center of these circular areas is generally pale, 
occasionally light brown or greenish. This rash 
may last only twenty or thirty minutes at a time. In 
a few patients it will itch. 

Nosebleeds call attention to the possibility of active 
rheumatic fever, especially in a sick child in whom 
the nosebleeds are prolonged or unusual. However, 
most children with rheumatic fever do not have 
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Figures 1 and 4 courtesy of Am, J. Dis. Children. 


Figure 1. Typical facial appearance in congestive fail- 
ure due to rheumatic fever. A. Before, and B, after 
injection of 1 cc. mercurial diuretic intramuscularly. 


nosebleeds, and very few children with nosebleeds 
have rheumatic fever. 

Malaise, poor appetite, disinclination to play 
hard, a diminution in the usual zest of living not 
infrequently are signs by which rheumatic fever 
makes its appearance. The diagnosis is confirmed 
or negated by further observation. 

There is no diagnostic test for rheumatic fever. 
However, the use of aspirin, 10 gr., at one- or two- 
hour intervals for three or four doses, will result in 
the prompt disappearance of fever, arthritis, ab- 


Figure 2. Subcutaneous nodules of elbows and spine. 
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dominal pain, and pericardial friction rub in pa- 
tients with rheumatic fever. This response to sali- 
cylates in rheumatic fever is so uniform, often dra- 
matic, that it comes very close to establishing the 
diagnosis. When these findings are due to another 
cause, the response to salicylates is much less strik- 
ing or is absent. 


Laboratory Studies 


The electrocardiogram in about 40 per cent of 
patients with active rheumatic fever will have a 
prolonged P-R interval (partial auriculoventricu- 
lar block); a few others will have abnormally low 
or inverted T waves. If an electrocardiogram is 
taken two or three times a week in a patient sus- 
pected of having active rheumatic fever, during 
the first few weeks of the disease the incidence of 
electrocardiographic change as described will 
likely be higher. 

These changes, however, are nonspecific and 
temporary and occur with many other infections, 
including those which do not give other evidence 
of heart injury. Therefore the electrocardiogram 
is of value if abnormal, but it is of no help if normal, 
in the diagnosis of rheumatic fever. 

Some workers have emphasized that the Q-T 
interval (the duration of ventricular systole) is 
frequently prolonged in rheumatic fever in the 
absence of changes in other laboratory studies. The 
importance of this observation remains in question 
since the accurate determination of the Q-T inter- 
val is very tedious and time-consuming, and fur- 
thermore, the duration of the Q-T interval may be 


normal in those who have active rheumatic fever. 

Leukocytosis of over 10,000 per cubic centimeter 
occurs in more than half the patients with rheu- 
matic fever. This change seldom persists beyond 
the first three weeks of the disease. 

The sedimentation rate is, as is well known, an es- 
sential guide in the proper care of rheumatic fever 
patients. It is, in the presence of a normal serum 
cholesterol and normal globulin, a measure of the 
amount of circulating blood fibrinogen. Blood 
fibrinogen is increased in the presence of any dis- 
order causing tissue destruction. This test then is 
nonspecific and can be considered, if fast, as being 
due to rheumatic fever only if the diagnosis of 
active rheumatic fever has been made on other 
grounds. 

It is a fact that very few patients with active 
rheumatic fever have a normal sedimentation rate 
during the first month of the disease. In those with 
liver enlargement due to congestive failure, the 
sedimentation rate is often normal, in all probability 
a result of the reduction of blood fibrinogen. It is 
the accepted view among those working with rheu- 
matic fever that until the sedimentation rate comes 
to normal, rheumatic fever is present. 

Anemia. Rheumatic fever commonly causes 
hemolytic anemia. The degree, however, is generally 
slight. Infrequently it is necessary, or advisable, 
to transfuse a patient with rheumatic fever. When 
this does become necessary because of a reduction 
in hemoglobin below 60 per cent, the possibility 
of bringing about congestive failure by too rapid 
injection or too much blood should be borne in 
mind, 


Figure 3. Erythema marginatum with rheumatic fever. 
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Figure 4. X-rays showing gradual reduction in heart size as patient recovered from severe rheumatic fever with congestive failure. 


The Heart in Rheumatic Fever 


Two-thirds of a group of children with active 
rheumatic fever during the first attack will develop 
clinical evidence of heart disease. The valve most 
commonly affected is the mitral valve—about 65 
per cent. In 30 per cent of those with heart in- 
jury, the aortic valve will be involved in addition 
to the mitral. In 5 per cent the aortic valve alone 
will be damaged. 

Worthy of emphasis is the fact that one-third of 
the children suffering their first attack of rheumatic 
fever will escape without heart injury. These 
patients are classified as having “potential rheu- 
matic heart disease.” About 16 per cent of those 
with heart injury will lose it and become “potential 
rheumatic heart disease” within twenty years of 
the onset of their first attack. Forty-five per cent 
of those escaping obvious heart injury with their 
first attack will develop it, generally without a sub- 
sequent attack of rheumatic fever, during the next 
two decades. 

Valvular Involvement. Rheumatic heart disease 
is manifested by the appearance of a significant 
murmur, generally a long harsh systolic murmur 
maximal at the cardiac apex; indicative of mitral 
regurgitation. This is the commonest clinical sign 
of rheumatic heart disease in childhood and 
adolescence. This murmur, as a rule, but not 
necessarily, radiates to the left axilla and to the base 
of the left lung. It will vary from Grade 2 to Grade 
6 (on the basis of 1 to 6) in degree of loudness. 
Occasionally it is accompanied by a thrill. Fre- 
quently there is in addition a low diastolic rolling 
murmur at the cardiac apex, of organic or func- 
tional mitral stenosis. The low, crescendic diastolic 
murmur of tight mitral stenosis is very infrequent 
in children and adolescents. In those who are par- 
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ticularly fortunate, the murmur or murmurs of 
mitral valve disease will disappear as the rheumatic 
fever clears. 

The murmur of aortic regurgitation occurs in 
about one-third of those with rheumatic heart 
disease, will vary from faint (Grade 1) to moderately 
loud (Grade 4), is blowing in quality, and best 
heard in the third and fourth interspaces to the 
left of the sternum. The murmur of aortic stenosis, 
a coarse rough systolic murmur best heard at the 
second right interspace, is seldom heard under the 
age of 20. 

Tricuspid valve disease with regurgitation or 
stenosis is seldom manifested by a definitive mur- 
mur and can be recognized best by the presence 
of a large pulsating liver and-or neck veins, in a 
patient known to have severe mitral valve disease. 

The best measure of the amount of heart injury 
due to rheumatic fever is the degree of cardiac 
enlargement. This is determined with accuracy 
only by fluoroscopic or x-ray studies (Figure 4). 
Heart enlargement due to rheumatic fever, in the 
absence of one or more significant murmurs indi- 
cating mitral or aortic valve disease, is rare. It is 
very important that the physician, after recognizing 
the presence of rheumatic heart disease, should 
then consider whether or not active rheumatic fever 
is present. 

Pericarditis, manifested by a friction rub, is in- 
frequent in rheumatic fever in the absence of mur- 
murs due to rheumatic valvular disease. Rheumatic 
pericarditis does not give rise to cardiac compression. 

Pleurisy, with a friction rub, seldom if ever oc- 
curs due to rheumatic fever unless the patient 
exhibits other evidence of rheumatic fever. As to 
rheumatic pneumonia, the author doubts that there 
is such a specific entity. If it does occur, it is only 
in those with severe rheumatic fever. 
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ACUTE 
PHARYNGITIS 


RHEUMATIC 
FEVER 


HEART 
FAILURE 


Chart 2. Fatal exacerbation of rheumatic fever following streptococcic sore 
throat in a known rheumatic fever patient not treated with penicillin. 


A Plan of Treatment 


There is no specific treatment for rheumatic fever. 
While the last word has not been said concerning 
the use of ACTH and cortisone, neither of these 
substances has been found in controlled series to 
alter the course of the disease or the incidence or 
amount of heart damage from that seen in an 
equal number of patients with comparable disease 
treated by salicylates. 

The best plan in the management of rheumatic 
fever continues to be that followed for many years 
by leading workers in this field. Most patients 
with severe rheumatic fever come to a hospital, and 
while this is often necessary during the first week 
of the disease, the wards of a general hospital are 
not satisfactory for the long-time care of those with 
rheumatic fever. This is so because of the risk of 
contracting streptococcic pharyngitis from children 
or adolescents with respiratory infections, from 
visitors, and from the numerous hospital personnel. 

Since the average rheumatic fever patient lives 
in a crowded home in which the proper therapeutic 
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program cannot be organized, it is necessary in 
urban areas to provide sanatorial care. Most large 
cities in the northern part of the United States 
have one or more institutions devoted to the long- 
time care of rheumatic fever patients. In such 
institutions special efforts are made to limit visiting 
by family and friends to once a week or less. 
Visitors are educated as to the importance of 
respiratory infection, and they are advised to re- 
main away for at least a week after a cold or sore 
throat. With the onset of any respiratory infection, 
the patient and known contacts are immediately 
started on penicillin or another of the antibiotics, 
and kept on it for seven days (Charts 2 and 3). 
A regular schedule of rest and play is carefully 
carried out, and the child with few exceptions 
makes an excellent adjustment, aided by the fact 
that all patients are on the same program, for the 
same reason. Recreational and occupational therapy 
is a recognized part of the daily program. For those 
eligible for school, it is important that they go on 
with their education even while they remain at bed 
rest. Patients can be adequately cared for in their 
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PENICILLIN THERAPY 


ACUTE 
TONSILLITIS 


Chart 3. Absence of flare-up of rheumatic fever after streptococcic sore 
throat in a rheumatic fever patient treated with penicillin for ten days. 


own homes if the disease is not severe and if the 
following criteria of good care (mentioned below) 
are met: 


BED REST Sanatorium 
Home 
PREVENTION OF RESPIRATORY INFECTION 
Restriction of Visitors 
Penicillin 
Sulfonamides 
DRUGS Aspirin 
Diuretics 
Digitalis 
OCCUPATIONAL THERAPY 
SCHOOLING 
PROPHYLAXIS Sulfonamides 
Penicillin 


Asfirin is given in 10 or 15 grain doses three or 
four times a day for three weeks beyond the last 
day of joint or extremity pain or fever. During 
the last week, the dose may be halved, and if there 
is no return of symptoms the aspirin can be stopped. 
There is no advantage in using other salicylate 
preparations than aspirin or in parenteral ad- 
ministration. 
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In patients with unusually severe pain and joint 
swelling, it is good practice to give 10 or 15 gr. of 
aspirin at one- or two-hour intervals for three or 
four doses in order to bring about rapid disap- 
pearance of the joint complaints and fever. Very 
rarely is it necessary to give codeine because of 
joint discomfort. There is no need to wrap the 
joints with bandages impregnated with methyl 
salicylate. In those with pericardial or pleural 
rubs, the same plan of aspirin therapy should be 
used. 

Congestive failure due to active rheumatic fever, 
it must be remembered, is produced by severe dif- 
fuse myocarditis, not by the mechanical effects of 
valve injury. Digitalis, while occasionally very help- 
ful in these patients, does not have the important 
place in the therapeutic scheme that it does in 
those whose heart failure is due to long-standing 
valve disease, hypertension, and other common 
causes of myocardial hypertrophy and fatigue. 

The most satisfactory plan in the writer’s ex- 
perience has been the use of a theobromine diuretic, 
such as Theocalcin, 15 gr. three or four times a 
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day in the usual patient. In small children 2 to 4 
years old or in those in whom the congestive failure 
is mild, one tablet four or five times a day brings 
about a satisfactory diuresis with fall in venous 
pressure, decrease in liver size and in pulmonary 
congestion, and consequent improvement in the 
child’s well-being. 

If after five or six days’ trial of this program, the 
patient continues very uncomfortable due to 
pulmonary, hepatic, and peripheral congestion, 0.5 
to 1 cc. of one of the mercurial diuretics intra- 
muscularly is in order. This should be repeated 
whenever necessary, even as often as every other 
day. If the congestive failure is very severe when the 
patient is first seen, the mercurial diuretic should 
be used at once. 

When the Theocalcin proves ineffective in 
keeping the congestion at a low level and if it is 
necessary to use mercurials two or more times a 
week, digitalis may be tried and is occasionally 
very effective. The dosage should be one U.S.P. 
unit in tablet or tincture for each ten pounds of 
body weight, given in one to three days depending 
upon the need. A regular maintenance dose of 
Yy gr. daily of the whole leaf for children of 5 to 
10 years, % to 1 gr. daily for children from ten 
years on, has proven satisfactory. For those who 
are under 5 years, the tincture of digitalis, four to 
six drops a day, is a safe and well-tolerated mainte- 
nance dose. 

Chorea. As chorea is seldom severe, it generally 
suffices to put the patient in a room to himself, 
being careful to provide safeguards against falling 
out of bed. Phenobarbital, 4 to 4% gr., three or 
four times a day, will with bedrest and quiet sur- 
roundings bring about the disappearance of chorea 
in ten to twelve weeks, in most patients. They 
should be spared any attempt to keep up with their 
regular school work, in particular anything requir- 
ing considerable manual dexterity and co-ordina- 
tion until the chorea has nearly disappeared. 

In those whose chorea is productive of marked 
and persistent motor activity, inability to feed 
themselves, and difficulty in speaking intelligibly, 
paraldehyde, 4 to 6 cc. administered rectally with 
sufficient frequency to keep the patient quiet, is 
worthy of trial. This program followed for three 
or four consecutive days often produces a marked 
improvement. Fever therapy, best given by hyper- 
thermic machine, has proven helpful in causing 
abatement of the chorea. However, this particular 
type of therapy should be administered only by 
trained personnel. 


Prescribing Rest 


Most patients should be kept in bed except for 
bathroom privileges until all evidences of active 
rheumatic fever have disappeared. This generally 
means until the sedimentation rate has come to 
normal. However, if the patient does not develop 
heart disease in ten to twelve weeks, is fever-free 
off salicylates, has a good appetite, gains weight, 
and appears well, then, though the sedimentation 
rate is fast, time out of bed may begin with fifteen 
to twenty minutes once a day, reaching an hour a 
day in the first week, thereafter increasing the time 
by an hour a week. 

If gradually increasing activity is accompanied 
by continued well-being, the plan of allowing ac- 
tivity can continue until the patient is permitted 
to return to school, six weeks after being allowed 
more than lavatory privileges. It would seem best 
that patients not be permitted to participate in 
running games until the sedimentation rate comes 
to normal and remains so for three consecutive 
tests at two-week intervals. 

In the patient with heart disease, bedrest aside 
from bathroom privileges should commonly be 
continued until the sedimentation rate comes 
to normal and remains so for at least two consecutive 
tests at ten- to fourteen- day intervals. If the patient 
continues to appear puny, gains little weight, and 
has the aspect of impaired health, there should be 
continuance of bedrest even though the sedimenta- 
tion rate remains normal. Admittedly this decision 
must be made on an individual basis, but it is 
better to err on the side of conservatism in those 
with heart disease. 

A number of patients, less than the majority, will 
require bed rest for many months and even for two 
or three years. It is especially difficult to be 
certain as to the best course to pursue if the patient 
is a teen-ager who has had severe rheumatic fever 
and now has a moderate amount of heart damage, 
in whom the rheumatic fever continues active at a 
laboratory level nine or ten months after the onset 
of the disease. Such patients feel well, have good 
appetites, and give the appearance of excellent 
health, yet the sedimentation rate and occasionally 
the electrocardiogram are well outside normal 
range. Only an intelligent appraisal of the possible 
emotional harm resulting from continuance of a 
restricted program versus the risk of an exacerbation 
of rheumatic fever and possible increased heart 
damage will provide the answer to such a problem. 

The diet need be only a sensible one. There is no 
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benefit in excess vitamin intake. Iron in the form 
of a simple ferrous salt by mouth, 1 Gm. a day, is in 
order for those who have significant anemia. 


Prevention of Future Trouble 


Special thought should be given to the problem 
of allowing a patient who has had recent severe 
rheumatic fever to return to school or to association 
with young children during the winter and spring 
months, since the risk of respiratory infection and of 
recurrent rheumatic fever is much higher at those 
times. 

The amount of physical activity permitted after 
the subsidence of rheumatic fever is in accordance 
with the presence or absence of heart disease and 
the amount of heart damage if present. In those who 
escape without heart injury or who have minimal 
heart enlargement, no restrictions are made on 
physical activity. For those with moderate heart 
enlargement, competitive sports such as basketball, 
handball, track, football, and generally baseball 
and competitive swimming, are interdicted. The 
school authorities should have a written opinion 
concerning suitable physical activities from the 
physician, outlining the program for the patient 
with rheumatic heart disease. 

Drug Prophylaxis. It is a demonstrated fact, as 
already mentioned, that a sulfonamide or one of the 
antibiotics given daily the year around will sharply 
reduce the recurrence rate of rheumatic fever. It 
has been standard practice for the past decade or 
more in all rheumatic fever clinics to give sulfadia- 
zine or a similar preparation, 4% tablet (0.25 Gm.) 
twice a day, to those under 70 pounds; one whole 
tablet twice a day to those 70 pounds or over. A 
250,000 unit tablet of penicillin twice a day will be 
as effective as the sulfonamides. However, penicillin 
or any of the other antibiotics is relatively little 
used as a prophylactic agent because of the much 
higher cost. 

If sulfonamides are given, the patient’s hemogram 
should be checked at eight-week intervals for the 
first six months, and after that twice a year to de- 
tect the fraction of 1 per cent of patients who will 
develop lowering of the red or white blood cells. 
In a large experience with this program, there has 
been no deleterious effect from the use of sulfona- 
mides aside from less than a dozen instances of 
temporary ‘leukopenia. 

Tonsillectomy should not be done in the presence 
of even low-grade rheumatic fever. This procedure 
should be reserved until the patient is entirely well 
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DIAGNOSIS OF RHEUMATIC FEVER 


P Consider it PRESENT with 

Chorea 

Appearance of mitral or aortic regurgitation during 
febrile illness 

Congestive failure in child or adolescent with known 
rheumatic heart disease 

Migratory polyarthritis with redness, heat, and swelling 

Subcutaneous nodules 

Erythema marginatum 


P Consider it POSSIBLE with 


Unexplained malaise, poor appetite, disinterest in play 
Persistent or recurrent temperature of 100° or over 
Nosebleeds 

Partial A-V block 

Fast sedimentation rate of undetermined cause 


B® Common ERRORS in diagnesis (Mistaking 
physiologic variations for pathologic findings) 


Temperature of 99°-100° two to three afternoons a 
week 

Systolic murmur—grade 1 to 2—along left sternal 
border 

Fleeting leg or arm pains 

Heart rate of 90-120 per minute 

Overemphasis of a slightly fast sedimentation rate 

Any combination of above five 

Habit spasms and mannerisms resembling chorea 


and should be carried out only on those who have 
repeated sore throats and chronically infected 
tonsils or otitis media. The incidence of rheumatic 
fever is not decreased by tonsillectomy. 


Differential Diagnosis 


Osteomyelitis seldom affects the joints though the 
swelling at the end of a long bone will spread to 
the nearby joint. Careful examination with digital 
pressure commonly locates an exquisitely tender 
area above or below a joint, without evoking par- 
ticular pain over the joint. The absence of multiple 
sites and finally the response of the fever and local 
signs to penicillin exclude rheumatic fever. 

Rheumatoid Arthritis. This disease is generally 
characterized by daily fever for weeks or months, 
often rising to 104 or 105 degrees every day but 
without the patient appearing to be otherwise ill. 
When joint involvement does appear, and it is often 
delayed for several weeks after the onset of fever, 
the swelling tends to persist for weeks and is not 
accompanied by extreme pain, heat, and redness 
so often characteristic of the painful swollen joints 
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of rheumatic fever. Of particular importance is the 
failure of the affected joints in rheumatoid arthritis 
to improve in a matter of hours or even days follow- 
ing the use of aspirin. 

Cardiac injury is the exception rather than the 
rule, though aortic valve involvement with regurgi- 
tation, pericarditis, and myocarditis with congestive 
failure will occur rarely. Occasionally there is 
synovial and tendon sheath involvement in rheu- 
matic fever that suggests rheumatoid arthritis. Sub- 
cutaneous nodules appear in both rheumatoid 
arthritis and rheumatic fever, and therefore cannot 
be relied upon as a differential point. 

Acute Leukemia. Migratory polyarthritis with joint 
swelling and fever are features of this disease in 
many patients. Heart enlargement and mitral re- 
gurgitation may occur due to the progressively 
severe anemia. The diagnosis rests upon the 
characteristic findings in the blood. 

Crisis of Sickle-Cell Anemia. This occurs only in 
those of Negro ancestry. It can mimic rheumatic 
fever as to migratory polyarthritis, fever, leuko- 
cytosis, and even as a cause of mitral or aortic re- 
gurgitation. The diagnosis is made by finding sickle 
cells in the blood smear. 

Unexplained Fever. Finally, there is a relatively 
large group of patients, generally children from 5 
to 10 years of age, who, with or without a precipi- 
tating respiratory infection, will have fever for four 
or five days, poor appetite, malaise, and fleeting 
aching in the extremities. The sedimentation rate 
may remain well above normal for three to four 
weeks. The cause of their illness remains unknown 
but must be considered as possible rheumatic 
fever. 

It is our practice to permit such patients to be 
up and about in their homes four or five days after 
fever has disappeared, if they are clinically well. 


Within the following week we generally permit 
them to resume their usual activities, but we do not 
dismiss them from observation until the sedimenta- 
tion rate comes to normal. It is very important to 
refrain from stating a definite diagnosis of rheu- 
matic fever in such patients. On the other hand 
one cannot eliminate that diagnosis in the present 
state of our knowledge. 


Prognosis in Rheumatic Fever 


In a recent report of 1,000 rheumatic fever pa- 
tients very carefully followed for twenty years after 
the initial attack, 20 per cent succumbed in the first 
ten years, an additional 10 per cent in the following 
decade. All but 20 per cent of these deaths were 
due to rheumatic fever or congestive failure. 

With the widespread use of sulfonamides and 
antibiotics for prophylaxis, the incidence of recur- 
rent rheumatic fever and the mortality in initial 
and recurrent attacks will be materially reduced. It 
is the writer’s impression that with year-round use 
of sulfonamides the recurrence rate in a ten-year 
period after the initial attack is about 2 per cent, 
as compared to 10 per cent in those not receiving 
sulfonamides. 

The best guide to prognosis for those with rheu- 
matic heart disease is the size of the heart. Those 
who have moderate to marked cardiac enlargement 
are most susceptible to recurrent rheumatic fever 
and, as expected, will have the highest mortality. 
The majority of children and adolescents with rheu- 
matic heart disease have slight to moderate cardiac 
enlargement. As a rule they can lead normal or 
nearly normal lives, and more than half will reach 
their thirtieth birthday. Many will live until the 
seventh and even eighth decade, aided by the in- 
creasing benefits of present-day cardiac surgery. 


MEDICAL MAXIMS FOR EVERYDAY APPLICATION 


THOsE with eczema should be protected from direct or indirect contact with smallpox 


vaccine except when exposure is imminent, 


Fever following penicillin for gonorrhea may be due to a Herxheimer reaction and calls for 


persistent search for marked syphilis. 


—Wiuam S. Reveno, 711 Medical Maxims, Cuartes (C) Tuomas. 
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Cips from Other Journals 


Illustrations reproduced from original article by permission of authors and publisher. 


X-ray Diagnosis of Coarctation of Aorta 


Notcuinc of the lower margins of the ribs is the 
most important roentgenologic sign of coarctation 
of the aorta, according to Bruwer and Pugh. How- 
ever, On examining routine posteroanterior roent- 
genograms made in ninety-seven cases of coarcta- 
tion, these authors found that about one-third 
showed another definite sign—a notch in the left 
border of the descending aorta just above the level of 
the left pulmonary artery (see accompanying illustra- 
tions). Usually this sign had only corroborative 
value since notching of ribs was also demonstrated, 
| but in five of the cases it was the only definite roent- 
genographic sign of coarctation in the routine chest 


film (Proc. Staff Meet., Mayo Clin., 27: 377, 1952). 


Penicillin in Spinal Fluid 


INTRAMUSCULAR injections of the hydroiodide of 4 2a. 

sweep of left border of descend- slight indentation along left border of 

| uced spinal Hud levels about seal tames as nig 7 as ing thoracic aorta proximally descending aorta, just above level of 

equal doses of other types of penicillin, according into aortic knob; b (below), left main pulmonary artery in case 
| to Schimmel and co-workers. The increased con- trace diagram. of coarctation of the aorta. 


centrations of penicillin in spinal fluid were attri- 
| buted to physicochemical properties of the new 
| ester, since blood levels were no higher than with 
| other forms of penicillin. This property of Neopenil 
| was thought to offer obvious theoretical advantages 
in treatment of bacterial meningitis (Am. J. M. Sc., 
224: 247, 1952). 


Vitamin B,, for Viral Hepatitis 


CampBELL and Pruitt evaluated vitamin Bj, in treat- 
ment of viral (infectious) hepatitis and found that it 
made a considerable difference in the clinical course 
of that disease. A comparison was made of one hun- 
dred patients who received vitamin Biz (30 mcg. 
daily for five days) with other groups of patients 
who did not receive the vitamin. Early relief of 
anorexia and shortening of the course of the hepa- 
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titis seemed attributable to vitamin By2. The authors 
speculated that modification of the hepatitis might 
have been due to the effect of vitamin Bj. on the 
appetite, but that the vitamin may have directly 
hastened hepatic repair (Am. J. M. Sc., 224: 252, 
1952). 


Purpura Due to Quinidine 


In Two cases of thrombocytopenic purpura induced 
by quinidine, Bigelow and Desforges found a plate- 
let-agglutinating factor in the plasma. In the pres- 
ence of quinidine, the abnormal plasma factor 
caused rapid clumping of platelets, which presum- 
ably then underwent lysis. A similar mechanism for 
thrombocytopenia had previously been reported in 
cases of purpura due to Sedormid. Bigelow and 
Desforges suggested “that this is a mechanism 
common to many drug-induced thrombocytopen- 
ias, except those associated with general marrow 
aplasia and decrease in all formed blood elements” 
(Am. J. M. Sc., 224: 274, 1952). 


Bacterial Endocarditis 


LeEPESCHKIN believes that the pressure acting on a 
cardiac valve chiefly determines the likelihood of 
involvement by endocarditis. Thus, the order of 
frequency of valvular involvement is mitral (86 per 
cent), aortic (55 per cent), tricuspid (19.6 per cent), 
and pulmonary (1.1 per cent). The blood pressures 
resting on the valves are: mitral, 116 mm. Hg; aor- 
tic, 72 mm. Hg; tricuspid, 24 mm. Hg; pulmonary, 
5 mm. Hg (Am. J. M. Sc., 224: 318, 1952). 


Spontaneous Cardiac Rupture 


Wesster, Zoll, and Schlesinger have analyzed the 
clinical and pathologic factors that favor cardiac 
rupture following myocardial infarction. They 
found twenty instances of myocardial rupture (left 
ventricle, fifteen; interventricular septum, five) 
among 261 histologically proven acute myocardial 
infarcts—an incidence of 7 per cent. 

In a pathologic sense, five factors formed the 
common denominator of spontaneous cardiac rup- 
ture: (1) fresh coronary artery occlusion, (2) recent 
myocardial infarction, (3) transmural extent of the 
infarct, (4) scarcity of collateral vessels in the region 
of the infarct, (5) absence of fibrosis in at least one 
area of the infarct. 

The clinical factors that predisposed to sponta- 
neous rupture were hypertension and unusual effort 
(because they increased intraventricular pressure), 


and absence of evidence of old myocardial infarction 
(indirect evidence that fibrosis was lacking in the 
acute infarct). The importance of increased intra- 
ventricular pressure in the pathogenesis of rupture 
led the authors to conclude: 

*Strenuous measures may, therefore, be justified 
to avoid or reduce arterial hypertension and effort 
in patients during acute myocardial infarction.” 

Interesting sidelights to the study included: a 
higher incidence of myocardial rupture in women, 
presumably because women are more likely to have 
hypertension when they develop myocardial infarc- 
tion; a wide variation of time for rupture (two to 
twenty-one days after onset of infarction), because 
infarction is continuously evolving—never static 
pathologically—and vulnerable “fresh” necrosis 
develops progressively in a patchy manner for at 
least three weeks after clinical onset (Circulation, 
6: 321, 1952). 


Idiopathic Congenital Megacolon 


IDIOPATHIC congenital megacolon (Hirschsprung’s 
disease) is believed to be due to abnormal innerva- 
tion of the colon resulting in functional obstruction 
(narrowing) at the rectosigmoid area and great 
dilatation of the colon. Clinically, children with 
this disorder suffer from obstipation and varying 
effects of malnutrition. 

State has restudied the problem in sixteen pa- 
tients. He found that the rectosigmoid area was in- 
deed narrowed, that dilatation mainly involved the 
left side of the colon, that this part was lacking in 
haustral markings and peristaltic activity, and that 
the right side of the colon showed good haustral 
markings and normal contractility. 

On the basis of these findings, he treated these 
sixteen patients by resection of the left side of the 
colon including the narrowed rectosigmoid area, 
and primary anastomosis of the rectum and that 
part of the colon demonstrated to have good peri- 
stalsis in preoperative x-ray studies. Fifteen patients 
had excellent results, and the remaining patient had 
good results from this surgical procedure (Surg., 
Gynec. & Obst., 95: 201, 1952). 


Modified Exercise ECG Test 


A mopiFicaTION of the Master “two-step” test has 
been reported by Yu and Soffer. They used a rubber 
strap to fix electrodes to the chest and thereby re- 
corded an electrocardiogram during the exertion of 
the test as well as before and after. They also dou- 
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bled the period of exercise so that it lasted three 
minutes in every case unless it was interrupted be- 
cause of symptoms or extreme electrocardiographic 
abnormalities. 

The authors found that this method increased the 
sensitivity of the exercise test. Some patients 
showed diagnostic changes in the electrocardio- 
gram only during exercise. At the same time, the 
method was thought to be safer because there was 
electrocardiographic observation during exertion, 
and the test could be stopped when extreme abnor- 


malities developed (Circulation, 6: 183, 1952). 


Hypersensitivity to Mercurial Diuretic 


ALTHOUGH other untoward effects of mercurial diu- 
retics are commonly mentioned, reactions of an 
allergic nature have not been emphasized. However, 
Whitman and Proudfit have recently reported 
twelve patients in whom hypersensitivity to mellaru- 
ride sodium (Mercuhydrin) was manifested by sys- 
temic reactions. 

The patients had received from six to eleven pre- 
vious injections at the time they began having hy- 
persensitivity reactions. These were characterized 
by transient fever, malaise, aching, and sometimes 
by transient erythema. At this time, even minute 
amounts of the diuretic were found to provoke 
reactions. Other similar mercurial diuretics did not 
have a similar effect, and the hypersensitivity con- 
cerned the mercurial portion of the offending com- 


pound (Circulation, 6: 245, 1952). 


Acute Myocardial Infarction 


RosenTHat and Weaver found that patients with 
acute myocardial infarction had a blood-clotting 
tendency that was not observed in cardiac patients 
who had not had recent myocardial infarction. They 
based this conclusion on coagulation-time measure- 
ments made after a small amount of heparin was 
added to blood specimens (‘heparin clotting time”’). 
Blood from patients with myocardial infarction 
usually clotted faster than for normal controls or 
for patients having other types of cardiac disease. 

The authors could not explain the abnormal 
clotting tendency, but they thought that it explains 
the special predilection to thromboembolic compli- 
cations observed in patients with myocardial infarc- 
tion. They reasoned that anticoagulant therapy 
therefore has a sound basis. 

Heparin clotting time measurements during 
Dicumarol treatment were also studied. Sometimes 
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the heparin clotting time showed an effect from such 
therapy before the prothrombin value was altered 
(Circulation, 6: 257, 1952). 


Ruptured Ectopic Pregnancy 


Pisani evaluated experience with 322 cases of rup- 
tured ectopic pregnancy at Bellevue Hospital. In 
the group were thirty-five patients having signs of 
massive intraperitoneal hemorrhage and shock. The 
author emphasized that successful management of 
these severe cases depended upon immediate opera- 
tion. Supportive therapy was used concurrently but 
never with a view to accomplishing complete relief 
of shock before surgical treatment would be at- 
tempted (Surg., Gynec. ¢& Obst., 95: 149, 1952). 


Cardiovascular Syphilis 


Ir 1s safe to give full doses of penicillin in the treat- 
ment of cardiovascular syphilis, according to Edei- 
ken and co-workers. At first they feared that such 
treatment might cause therapeutic shock due to 
closure of a coronary orifice, or therapeutic paradox 
(mechanical difficulties due to scars of healing). 
Therefore penicillin was used cautiously. Later the 
investigators became bolder, and they gave large 
doses of penicillin (40,000 to 80,000 units every 
two to three hours) up to total amounts of 4,800,000 
or 9,600,000 units. There were no serious untoward 
reactions in the 111 patients reported on. 

Also, there was suggestive evidence that peni- 
cillin therapy had a distinctly beneficial effect in 
some patients with cardiovascular syphilis com- 
plicated by angina pectoris, paroxysmal nocturnal 
dyspnea, or congestive heart failure (Circulation, 
6:267, 1952). 


Water Balance During Surgery 


SurGIcAL anesthesia and operation constitute a form 
of stress that is reflected by definite and significant 
changes in water and electrolyte metabolism. Ac- 
cording to investigations summarized by Hayes and 
Coller, the changes are under hypothalamic control 
mediated by two separate mechanisms. Thus adreno- 
cortical responses account for retention of sodium 
and reciprocal excretion of potassium. At the same 
time, a neurohypophysial antidiuretic hormone 
limits excretion of water—an effect essentially in- 
dependent from electrolyte shifts. 

The authors summarized the clinical applications 
of these principles as follows: ‘The excessive ad- 
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ministration of fluids during a surgical procedure 
should be avoided since a normal response of the 
body is an antidiuretic one. If fluids are given, those 
containing sodium should be reduced to a minimum 
because sodium retention begins shortly after the 
commencement of the operation. An unrecognized 
urinary potassium loss occurs during all operations 
and is part of the natural response to stress” (Surg., 


Gynec. & Obst., 95:142, 1952). 


Control of Ascites 


ALTHOUGH many factors contribute to the develop- 
ment of ascites in patients with portal cirrhosis, 
Eisenmenger has recently emphasized that restric- 
tion of sodium chloride intake is a valuable method 
for controlling ascites. He studied twenty-five pa- 
tients having maximal formation of ascites. All were 
treated with a high-protein diet containing a daily 
maximum of 17 mEq. of sodium (400 mg.). Accu- 
mulation of ascites was arrested adequately in all 
but three patients, and the dietary regimen was 
well tolerated. 

Eisenmenger commented that control of ascites is 
a considerable metabolic aid, since each liter of 
ascitic fluid represents a loss of the protein content 
of about 200 cc. of plasma. He speculated that the 
chief beneficial effect of salt restriction may there- 
fore result from conservation of body protein. In 
this connection, eleven of his patients eventually be- 
came clinically well, although initially they had 
formed ascites at a maximal rate from seven to 


thirty-six months (Ann. Int. Med., 37:261, 1952). 


Quinine for Paresthesias 


Tue value of quinine as a muscle relaxant for relief 
of nocturnal leg cramps has become rather widely 
known. Recently Johnson has reported that the 
drug is also effective in preventing the mysterious 
glove and stocking paresthesias that plague some 
patients, and have no apparent neurologic or vas- 
cular basis. 

For patients who had paresthesias only at night, 
he prescribed a dose of 0.3 Gm. at bedtime. An ad- 
ditional dose of 0.3 Gm. was given each morning to 
those who also had symptoms during waking hours 
(New England J. Med., 247: 568, 1952). 


Isoniazid Therapy in Epileptics 


Ir HAS BEEN demonstrated that isoniazid in toxic 
doses causes convulsions in laboratory animals. 


This convulsant action is diminished by the simul- 
taneous administration of phenobarbital. Fetter- 
hoff, Holmes, and Martin report a case of tubercu- 
losis treated with therapeutic doses of isoniazid, in 
which a fatal epileptic seizure occurred, the patient 
having been a known epileptic not completely con- 
trolled. The fatal outcome in this case emphasizes 
the necessity for careful control of epilepsy prior to 
and during the use of isoniazid (Am. Rev. Tuberc., 
66: 501, 1952). 


Prognosis of Bronchiectasis 


McKim reports a follow-up study of forty-nine am- 
bulant clinic patients with bronchiectasis observed 
for periods of nine to twenty years. Eight of the 
patients died during this follow-up period, but 
three deaths were not attributable to bronchiectasis. 
In the forty-one surviving patients there was clin- 
ical evidence of progression in only three. 

There was a marked difference in the manifesta- 
tions of the disease at the time of diagnosis and the 
subsequent clinical course of the surviving group 
compared to the fatal cases. The group that died 
had severe symptoms with foul sputum. They were 
chronically ill and poorly nourished at the time of 
diagnosis. The surviving patients did not appear 
chronically ill and infrequently presented evidence 
of pneumonia, hemoptysis, clubbed fingers, or foul 
sputum. 

Treatment by pulmonary resection is considered 
of unquestioned value in many cases of the sympto- 
matic variety, but surgery is not indicated whenever 
resectable bronchiectasis is discovered (Am. Rev. 
Tuberc., 66:457, 1952). 


Isoniazid for Miliary Tuberculosis 


Ciark and his co-workers have shown that isoniazid 
exerts a high degree of antituberculous activity in 
patients with miliary tuberculosis. There was a 
uniform improvement in the clinical manifestations, 
regression of roentgenographic abnormalities, and 
a high incidence of reversal of infectiousness follow- 
ing the institution of isoniazid therapy. Two deaths, 
both from meningitis, occurred in the fourteen pa- 
tients who had acute miliary tuberculosis. Two 
other patients having meningitis recovered. As a 
consequence of the deaths which occurred from 
meningitis complicating acute miliary tuberculosis, 
the use of isoniazid was supplemented by strepto- 
mycin given intramuscularly (Am. Rev. Tuberc., 66: 
391, 1952). 
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Test for Early Pregnancy 


WHEN a woman’s menstrual period is delayed, it is 
often desirable to know whether she is pregnant or 
has a temporary delay because of mental, emotional, 
or physical stress. A simple test for making this 
differentiation entails the administration of a para- 
sympathomimetic compound. The test is valid only 
when there has been no prior menstrual irregularity, 
no evidence of menopause, no organic pelvic disease, 
or no causative endocrine or constitutional dis- 
turbance. 

Bookrajian and Truter used Stigmonene Bromide 
as the test drug with patients who met these re- 
quirements and who had delayed menstruation. 
They administered 1 mg. intramuscularly on each of 
three successive days. If menstrual flow started after 
the first or second dose, further treatment was not 
given. 

In eighty-three cases, the drug had no effect, and 
additional studies confirmed that these women were 
pregnant. The drug had no deleterious effect on 
the gestation. 

Of the remaining seventeen cases, sixteen showed 
a restoration of menstruation—the majority (88.2 
per cent) within ninety-six hours. None of these 
patients was pregnant by other criteria. In the 
seventeenth patient (probably not pregnant), results 
of the test could not be interpreted (Am. J. M. Sc., 
224 :386, 1952). 


Surgery in Carcinoma of the Pancreas 


A stupy of sixty-seven patients with carcinoma of 
the head of the pancreas has been made by Brintnall 
to compare the results of palliative diversion of the 
biliary flow with those of resection of the head of the 
pancreas. Histologic study of the tumors in forty of 
the cases included thirty-nine adenocarcinomas of 
ductal or acinar origin, and one epidermoid carci- 
noma. 

Resection of the head of the pancreas with a di- 
version of the biliary flow was performed in fifteen 
patients, with two deaths. Seven of the fifteen are 
living five to twenty-six months postoperatively, an 
average survival time of nineteen months. Patients 
with resectable lesions upon whom palliative side- 
tracking procedures were performed fared no better 
than those with nonresectable carcinomas. 

Patients with resectable lesions who survived the 
radical operation had a satisfactory postoperative 
course free of serious complications. Those in whom 
recurrences developed lived comfortably until pain, 
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digestive disturbances, recurrent jaundice, or loss in 
weight indicated recurrence of the tumor. No in- 
stances of steatorrhea or recurring cholangitis were 
observed, and the patients were not prone to di- 
gestive disturbances. The two operative deaths were 
due to vascular complications in patients who would 
normally be considered inoperable. 

The author concluded that good palliation is 
afforded by resection of the tumor, and that resec- 
tion of the head of the pancreas is of greater pallia- 
tive benefit than diversion of the biliary flow alone, 
whether such diversion is performed for resectable 
or nonresectable cancers (Cancer, 5: 908, 1952). 


Occult Rupture of the Uterus 


ALTHOUGH classical rupture of the uterus can be 
diagnosed by the patient or her relatives, occult 
rupture is difficult to recognize and tests the diag- 
nostic acumen of the physician, according to the 
report of a series of such cases by Ingram and his 
co-workers. These authors demonstrated that a low 
incidence of Cesarean section, even in patients who 
have undergone previous sections, does not increase 
the incidence of rupture of the uterus. Of thirteen 
patients with uterine rupture, they reported only one 
in whom failure to perform a Cesarean section in- 
stead of attempting pelvic delivery might possibly 
have led to rupture. 

Following a previous Cesarean section, they do 
not attempt vaginal delivery unless adequate pelvic 
measurements are demonstrated by x-ray pelvim- 
etry, the previous operator possessed adequate skill, 
the course following the previous Cesarean section 
was afebrile, a member of the attending staff is in 
constant attendance during labor, and an oper- 
ating room with cross-matched whole blood is avail- 
able throughout labor. 

They reported a number of cases however, in 
which occult rupture of the uterus occurred, one 
during what appeared to be simple false labor in a 
patient who continued her usual household duties 
for six days. Occult rupture should be suspected 
when the descent of the fetus does not occur in the 
presence of good labor and a favorable presenta- 
tion; the patient complains of suprapubic pain; an 
unexplained attack of tachycardia occurs; the fetal 
heart beat ceases abruptly ; unexplained intrapartum 
or postpartum hemorrhage occurs; or when the in- 
tuition of the patient suggests it. An x-ray film of the 
abdomen often reveals typical findings, including 
signs of fetal death, the fetus occupying the upper 
part of the abdomen; a soft tissue mass in the pelvis 
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representing the uterus; and gaseous distention of 
the intestine caused by intraperitoneal hemorrhage. 
The maternal mortality rate in rupture of the uterus 
is still one of the highest encountered in any ob- 
stetric complication and can be reduced, they be- 
lieve, by earlier diagnosis of occult rupture (Am. J. 
Obst. ¢> Gynec, 64: 527, 1952). 


Postoperative Pain 


Ir 1s commonly recognized that patients may suffer 
a considerable degree of pain for several days follow- 
ing operative procedures. Papper and his co- 
workers have demonstrated, however, that approxi- 
mately one-third of individuals have almost no 
postoperative pain during the healing period, and 
another one-third have 20 significant pain. Only 
one-third of the patients studied by these authors 
had moderate pain, and this was easily relieved by 
infrequent doses of narcotics. 

In a group of 286 patients studied, medication 
was administered only when requested spontane- 
ously, and in many instances it was found that an 
injection of saline alone produced relief of pain. 

The authors concluded that extensive analgesic 
therapy is unnecessary as a routine procedure post- 
operatively, and that pain when present can be 
relieved by measures other than strong narcotics in 


most instances. The value of attention to nursing 
comfort and awareness of psychologic factors in the 
postoperative convalescence was emphasized (Sur- 
gery, 32: 107, 1952). 


Infusions Via the Bone Marrow 


Tue problem of giving intravenous infusions to 
small children, adult patients in shock, and to cer- 
tain normal individuals with small fragile veins is 
frequently encountered by all practitioners. Al- 
though “cut down” procedures usually provide a 
satisfactory route, they take time and the flow of the 
infusion may be slow. Tarrow and his co-workers 
have emphasized the usefulness of bone marrow in- 
fusions in such cases. A special needle with an outer 
sheath and inner trephine part is inserted after local 
procaine infiltration and careful sterile preparation 
of the skin, into the manubrium, upper sternum, 
tibia or femur. 

Infusions of whole blood, serum, plasma, normal 
saline, vitamins, penicillin and other antibiotics, 
digitalis, heparin, insulin, antitoxins, and anti- 
serums can be given by this route. If necessary, solu- 
tions can be administered under positive pressure 


applied directly to the bottle of infusion solution or 
by the use of a 50 cc. syringe attached to a three- 
way stopcock. Continuous infusions can be given 
over a period of several days, or intermittent in- 
fusions administered, keeping the needle in place 
and covered by a sterile protector. 

Several disadvantages were noted by the authors. 
Skill is needed to insert the needle. Osteomyelitis 
may develop if the site of puncture is contaminated, 
Positive pressure is required when small needles 
are used in the tibia or femur. And, the sternum 
may be penetrated and mediastinitis result if the 
needle is inserted improperly. The authors did not 
recommend the use of bone marrow infusions rou- 
tinely, but stated that knowledge and application of 
its technique may sometimes be lifesaving (Anes- 
thesiology, 13: 501, 1952). 


Direct Surgery in Arteriosclerosis 


Direct surgical attack upon areas of arteriosclerotic 
occlusion of major vessels has been performed by 
Julian and his co-workers by two different methods. 
Segments of obstruction in the iliac and femoral 
arteries causing intermittent claudication have been 
resected, and vein grafts taken from the superficial 
femoral or saphenous vein implanted in the defects. 
By a second method, intimectomy has been per- 
formed by dividing the occluded segment of an 
artery, removing the intima and arteriosclerotic 
block, and reclosing the vessel. 

Cases of segmental obstruction suitable for sur- 
gery were chosen by the presence of several criteria: 
(1) in spite of intermittent claudication on walking, 
these patients had no pain while at rest; (2) they 
showed no ischemic changes in the foot in spite of 
obstruction of the major vessel; (3) a sharp drop in 
oscillometric fluctuation was present distal to the 
bifurcation of the common femoral artery. 

The final selection of individual patients de- 
pended upon arteriography. Diodrast, injected 
either into the aorta through the translumbar ap- 
proach or into the femoral artery, revealed one of 
four types of obstruction: (1) a smooth normal ap- 
pearance of the artery ending abruptly at one point 
but filling of the major channel again at a lower level 
with abundant collaterals; (2) the same type of fill- 
ing but with irregular filling defects along the course 
of the artery, indicating the presence of disease in 
the artery wall; (3) a characteristic abrupt ending of 
filling of the artery, but no filling of the artery below 
the point of obstruction; and (4) the presence of 
multiple irregular filling defects with calcification 
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and a narrow lumen but no abrupt block. In selected 
cases the first three types described lent themselves 
to direct surgical intervention, but the last was un- 
satisfactory for surgery. 

Nineteen vein grafts were placed in such defects, 
twelve of which were successful as evidenced by a 
return of pulses at the ankle and an increased oscil- 
lometric index in the calf. Six were termed failures 
because of the lack of return of pulses or oscillo- 
metric pulsations. Six patients were subjected to 
intimectomy, four of which were successful. 

The authors believe that this type of surgery is 
successful in well-selected cases, although the dura- 
tion of the improvement may be limited by the gen- 
eralized disease. They emphasized the danger of 
interfering with collateral vessels in the performance 
of such procedures. (Ann. Surg, 136: 459, 1952). 


Action of Isoniazid 


Macxaness and Smith point out that the intracellu- 
lar location of tubercle bacilli is one of the factors 
which may play a role in determining the response 
of tuberculosis to chemotherapeutic agents. Living 
bacilli located in macrophages and epithelioid cells 
may persist during therapy and account for the fail- 
ure of antibacterial agents. The authors demon- 
strated that isoniazid enters freely into cells and 
exerts its full bacteriostatic action in this environ- 
ment. On the other hand, streptomycin enters the 
macrophages with difficulty and does so only when 
the streptomycin blood level is in the range of twen- 
ty-five units per cubic centimeter (Am. Rev. Tuberc., 


66: 125, 1952). 


Hypothermia During Intracardiac Surgery 


WHEN a dog’s body temperature is dropped from 
38° to 20°C., metabolism and the oxygen demand 
of the body are reduced to 18 per cent of their nor- 
mal value. In the presence of such greatly reduced 
metabolism, the circulation can be safely stopped 
for a far longer time than is possible at normal 
temperature. 

With such hypothermia, Cookson, Neptune, and 
Bailey demonstrated that both the superior and in- 
ferior vena cavae could be occluded, giving a rela- 
tively bloodless heart and permitting the surgeon 
to keep the right auricle and right ventricle open 
for periods from twelve to thirty minutes. They 
believe that this would be sufficient time for defini- 
tive surgery upon the valves and septa (Dis. of Chest, 
22: 245, 1952). 
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Cortisone and ACTH in Tuberculosis 


THE committee on therapy of the American Tru- 
deau Society analyzed eighty-one cases treated with 
cortisone and/or corticotropin in which known tu- 
berculous infection was present or in which tuber- 
culosis was a complicating disease. They concluded 
that these agents may cause serious exacerbation 
of active or apparently inactive tuberculosis. 

These materials reduce the inflammatory response 
to infection and cause poor localization of tubercu- 
lous disease and facilitate widespread dissemina- 
tion. They also may cause a reduction in the signs 
and symptoms of tuberculosis, even when the over- 
all effect of the therapy is harmful. Exacerbations 
of old, apparently inactive tuberculosis occur es- 
pecially in the presence of such debilitating diseases 
as lupus erythematosus or leukemia. For situations 
in which there is an indication for the use of corti- 
sone or corticotropin for a nontuberculous condi- 
tion in the presence of active tuberculosis, the com- 
mittee recommends the concomitant use of strepto- 
mycin and para-aminosalicylic acid (Am. Rev. Tu- 
berc., 66: 254, 1952). 


Delivery of Oversized Infants 


In a ten-year study of patients delivered of over- 
sized infants, Hunt has pointed out that women 
who give birth to babies of excess size are likely to 
be of somewhat larger stature than average and to 
carry pregnancy beyond their expected date of con- 
finement. Male infants predominate among large 
babies. Multiparous women usually were delivered 
rather readily without Cesarean section, but the in- 
cidence of section among primiparous women bear- 
ing babies of over 4,500 grams was 17 per cent. 
One of the chief difficulties in patients with such 
large infants is that of shoulder dystocia. The 
author stated that the procedure used at the Mayo 
Clinic for difficult delivery of the shoulders consists 
in moderate pressure on the fundus at the height of 
the pain and never more than gentle traction of the 
head, to engage the anterior shoulder. If this fails, 
the anterior shoulder is spiraled down into the hol- 
low of the sacrum, or the posterior shoulder rotated 
anteriorly. Rarely women have been taken out of 
stirrups and thighs flexed on the abdomen in ex- 
treme lithotomy position with beneficial effects. 
Pelvimetry is of little help in diagnosing such 
cases, since the excessive fetal size causes dispro- 
portion with a normal pelvis. The obstetrician 
should constantly be mindful of detecting an over- 


sized infant, and when dystocia is present, a Cesa- 
rean section should be performed. A large episi- 
otomy is indicated to avoid lacerations of the vagi- 
nal wall. In the group of cases presented, the 
uncorrected fetal mortality was 2.2 per cent. No 
adverse effects of delivery were proven among 
332 infants followed for an average of eight years 


(Am. J. Obst. & Gynec., 64: 559, 1952). 


Dangers of Hypodermoclysis 


ALTHOUGH under many circumstances fluids can be 
given by hypodermoclysis without serious conse- 


quences, peripheral vascular collapse and oliguria 


occasionally result from the subcutaneous, sub- 
fascial, or intramuscular injection of electrolyte-free 
solutions. In a series of hospital patients receiving 
fluids by parenteral routes, Abbott and his co- 
workers demonstrated that, following the admin- 
istration of 5 per cent dextrose in distilled water or 
10 per cent invert sugar solution by subcutaneous 
hypodermoclysis, individuals developed hypoten- 
sion, tachycardia, nausea, vomiting, and restless- 
ness. Immediately following the clysis, the urinary 
output fell off sharply to as low as 100 cc. in twenty- 
four hours. This occurred although the oral intake 
of water plus the hypodermoclysis sometimes pro- 
vided an intake slightly over 3,000 cc. 

This phenomenon was explained by an intra- 
cellular and extracellular shift of water, resulting 
from different concentrations of electrolytes in the 
plasma and injected solution. The intracellular shift 
may also cause some swelling of the red cells, pro- 
ducing an increase in the hematocrit. When a 
hypertonic solution is given by hypodermoclysis an 
even greater loss of water will result. 

Since parenteral fluids by the clysis route are 
commonly given to debilitated patients, the oli- 
guria, anuria, and circulatory collapse resulting 
from their use may prove serious. The authors rec- 
ommend that in most instances the maximum bene- 
fits and least disturbance of normal body fluid com- 
partments can be accomplished by giving parenteral 
fluids by the intravenous route (Surgery, 32:305, 
1952). 


“Postspinal Headache” 


“*POSTSPINAL HEADACHE” may constitute a major 
postoperative complication following relatively mi- 
nor surgical procedures. Because it is aggravated 
by the upright position, early ambulation is impos- 
sible. Deutsch believes that this condition is prob- 
ably due to leakage of spinal fluid at the puncture 


site, followed by lowering of pressure in the spinal 
canal, sagging of the brain, and stimulation of pain 
receptors in the cerebral and dural vessels. The 
lowered pressure is further aggravated by failure of 
the choroid plexus to replace the spinal fluid loss. 

Deutsch has conceived a theoretically ideal treat- 
ment of this condition to be dilatation of the choroid 
plexus accompanied by the administration of a rela- 
tively hypotonic solution to encourage the forma- 
tion of cerebrospinal fluid. A solution of 5 per cent 
ethyl alcohol in 5 per cent glucose in distilled water 
was administered intravenously to fifteen patients 
suffering from “postspinal headache.” As the glu- 
cose was metabolized a hypotonic solution was made 
available in choroid plexus vessels, dilated by the 
alcohol. One thousand cc. of this solution was given 
slowly over a period of three and one-half to four 
hours to avoid the possibility of inebriation. Ten of 
the patients experienced lasting relief of pain from 
one infusion. Four patients subsequently obtained 
relief from the headache following a second infu- 
sion. Although the series of patients was small, the 
author felt that the results were encouraging enough 
to warrant further use of the method (Anesthesiology, 
13:497, 1952). 


Leptospiral Meningltis 


Leprospirat infection may manifest itself entirely 
by symptoms of meningitis. This form of leptospi- 
ral infection is often mistaken for other causes of 
benign aseptic meningitis, such as mumps, polio- 
myelitis, and lymphocytic choriomeningitis. The 
principal symptoms are fever, chills, headache, mus- 
cle pain, and stiffness of the neck. 

All the patients reported by Beeson and Hankey 
had fever, and conjunctival suffusion was also fre- 
quently noted. None of the patients studied had 
jaundice. Spinal fluid pressure was normal or only 
slightly increased. The total spinal fluid cell count 
seldom exceeded 300. Early in the disease, poly- 
morphonuclears may make up as much as 50 per 
cent of the total cells in the spinal fluid. After the 
twelfth day of illness, seldom were more than 30 
per cent of the cells polymorphonuclear in type. 
Spinal fluid protein was usually slightly elevated, 
and the dextrose content was always normal. The 
chlorides were also normal. Antibodies could be 
demonstrated in the blood about the eighth to tenth 
day of the disease, with peak titers at the end of the 
second or third week. The disease was self-limited 
and no sequelae were observed (Arch. Int. Med., 


89: 575, 1952). 
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Information Please 


Toxicity of Thioglycolates 


Q. The patient is middle-aged, in good health, and operates a 
beauty salon for her living. In the past year she has had increasing 
difficulty with swelling about the eyes, headaches, swelling of her 
hands, and general weakness, all ingly related to her sensi- 
tivity to a wave-set solution she uses in her business. She has seen 
several physicians and was advised to stop using this wave-set 
preparation. During the acute phase of her reactions she has re- 
sponded to Neo-antergan, Pyribenzamine, and Benadryl. 

She has at last decided to stop using this preparation because of 
health reasons. However, she continues to have severe generalized 
headaches and is anemic. In view of all this we investigated to dis- 
cover the active ingredient of this wave set lotion. We find it to be 
thioglycolate. At least, this is the chemical name furnished my patient 
by the manufacturer of the particular product she has been using. 
| should like to know if there are known cases of poisoning due to 
this chemical. If so, the nature of it would be most appreciated. 


A. In the “cold wave” type of permanent waving, 
the active agent usually is a salt of thioglycolic acid, 
particularly ammonium thioglycolate. For home use, 
the concentration of the solution is 4—5 per cent, 
whereas the solution used by a beautician has a 
concentration of 10 per cent, with a pH of 9.0-9.6. 
The greatest incidence of reactions occurs in beau- 
ticians, in whom the daily exposures are capable of 
producing a primary irritation of the hands and 
face. In some of these persons, a true hypersensi- 
tivity of the skin may develop, appearing as an 
eczematoid contact dermatitis. The solution also 
may be absorbed through the intact skin and thus 
produce local or distant swellings of the urticarial 
or angioneurotic type, which may respond to the 
oral administration of antihistamines. Even greater 
absorption may occur when the epidermis has been 
damaged by any pre-existing dermatitis, especially 
where the beautician with an eruption persists in 
exposing herself. 

As a result of skin absorption, cases have been re- 
ported in which features of systemic toxicity have 
been present: swellings of mucous membranes, 
dyspnea, headaches, dizziness, cramps, localized 
anesthesias, anemia, etc. Experimentally in mice 
and rabbits, the motor area of the brain seems to be 
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affected and death can be produced. In humans, a 
change in the blood count, elevation of the alkaline 
phosphatase, and a positive cephalin flocculation 
test are taken as indicative of temporary damage to 
the liver and hematopoietic system. The toxic effects 
continue for a variable time after all exposure has 
been stopped. The Chief Medical Examiner’s Office 
of Essex County (N.J.) has no record of any fatality 
due to thioglycolate solutions. 

Thioglycolates also are present in some depila- 
tories. Beauticians may be exposed to over 130 
other skin sensitizers and irritants, some of which 
in addition may produce systemic toxicity. Among 
the latter are acetone, aniline dyes, heavy metal 
dyes containing lead, beta naphthol, and pheny] 
mercuric salts. Other causes of anemia, weakness, 
and headaches must be ruled out. 


Prophylaxis of Rheumatic Fever 


Q. What prophylaxis should | use in a 14-year-old girl who has re- 
covered from her second attack of rheumatic fever and has had a 
severe penicillin reaction. She was kept on oral penicillin for six 
weeks and ceased that when school ended. She had her reaction 
four days after | gave her procaine penicillin in oil for pharyngitis. 


A. In the first place, procaine penicillin in oil is 
the worst choice for the therapy of the patient in 
whom the possibility of sensitization must be con- 
sidered. That is probably the form (particularly the 
one that contains aluminum monostearate) which 
gives the most frequent and most serious sensitiza- 
tion. It would first be necessary to determine 
whether the patient is sensitive to oral penicillin. 
If not, that is still the prophylactic agent of choice. 

However, it must be borne in mind that sulfadia- 
zine was used in prophylaxis of recurrences of 
rheumatic fever before penicillin was used for that 
purpose, and apparently the sulfadiazine was suc- 
cessful in this respect. This can be given in doses of 
one gram a day either first thing in the morning or 
the last thing at night. Of course, this agent also 
produces sensitization and occasionally serious re- 
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actions such as agranulocytosis. Fever and rashes 
should be looked for after the end of the first week. 
Blood counts should be done at weekly intervals 
for the first few weeks and then less frequently 
thereafter to be sure that marked leukopenia does 
not develop. 


Aminophylline Dangerous 


Q. A patient whom I had treated about two years for angina, in 
spite of the fact that his blood pressure was only about 120/80, 
called one night because of severe pain in the left shoulder. He 
apparently was not in shock but | diagnosed an attack of coronary 
occlusion, administered morphine, % gr. with atropine. He seemed 
to get some relief, so | went back to bed. | was recalled in about an 
hour because the patient had secured no relief. Instead the pain in 
the should ing. | administered 100 mg. of Demerol and 
a second dose of morphine, Still the patient was not relieved. Then | 
administered 72 gr. of aminophylline intravenously, slowly. There 
was some relief but not complete. In about three minutes after the 
intravenous medication was finished the patient went into major 
clonic convulsions and expired promptly. Did the aminophylline 
cause death? 


was incr: 


A. Sudden death immediately following intrave- 
nous injection of aminophylline in cases of coronary 
disease has been so frequent that the drug is widely 
regarded as extremely dangerous to administer un- 
der the circumstances. Aminophylline is a cardiac 
stimulant and, theoretically at least, is contraindi- 
cated in the presence of severe coronary insufhi- 
ciency. 

In the case described, however, the patient 
would undoubtedly have died irrespective of the 
treatment used; when coronary pain is not re- 
lieved by repeated injections of narcotics in large 
dosage, recovery is exceptional. 


Pruritus in Hodgkin’s Disease 


Q. | have a patient with an intractable itching due to Hodgkin's dis- 
ease. There is no skin manifestation. He has been given x-ray 
treatment for his Hodgkin's disease, nitrogen mustard intravenously, 
and My-B-Den. These have given little relief. The nitrogen mustard 
did help at first, but later administration showed little improvement. 
Do you have any suggestions for treatment of this itching? 


A. The relief of pruritus in the presence of a 
relatively normal and intact epidermis is extremely 
difficult. Topical preparations are usually of little 
value. Colloidal baths would seem to be of greatest 


benefit from the standpoint of external therapy. 
There is no specific internal medication which se- 
lectively and satisfactorily eliminates generalized 
pruritus. However, it might be wise to try atropine 
(tincture of Belladonna) to tolerance, or some of the 
newer sympatholytic preparations such as the hexa- 
methonium compounds. Agents which markedly 
alter the cutaneous circulation often have an 
ameliorative effect upon the pruritus. The ques- 
tioner is referred to the textbook, Dermatologic 
Therapy in General Practice by Sulzberger and Wolf, 
3rd Edition, for a comprehensive review of the 
problem of generalized pruritus. 


Fluorescent Light and Alopecia 


Q.A young woman, working long hours with a fluorescent light about 
two feet above her head, developed several areas of alopecia. Is 
there any scientific basis for an assumption that exposure to filvores- 
cent light in the way described would cause alopecia? 


A. The answer, “‘No,” is unqualified. 


Pyrogenic Substances for Allergies 


Q. What is the rationale for giving a pyrogenic substance such as 
Piromen to patients with allergic disorders? 


A. According to Travenol Laboratories, “The 
mechanism of the action of Pyromen is not yet com- 
pletely understood. It is known that the reticulo- 
endothelial and pitiutary-adrenal systems partici- 
pate in the response.” The reader is referred to a 
booklet, “‘Pyromen—A New Therapeutic Agent” 


(Traveno! Laboratories, Inc., Morton Grove, Illinois). 


Q. Do injections of a drug like Piromen have any value in cases of 
bronchial asthma? 


A. Piromen, formerly Pyromen, has been used in 
the treatment of bronchial asthma by a large num- 
ber of investigators (Wittich, Annals of Allergy, Vol. 
9, Pages 502-507, July, August, 1951; Randolph, 
Annals of Allergy, Vol. 8, Pages 626-640, Sept., 
Oct., 1950). 

In my opinion, it is useless in the treatment of 
asthma, and one death has been reported from its 
use. (‘‘Sudden death from Bronchial Asthma follow- 
ing injections of Pyromen,” Walton & Elliott, 
Journal of Allergy, July, 1952, page 322). 
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CAMERAS FOR MEDICAL PHOTOGRAPHY 


BY STANLEY J. McCOMB 
Section of Photography, Mayo Clinic, Rochester, Minnesota 


Tuer very likely is not a physician in general prac- 
tice who has not at some time desired to make photo- 
graphic records of some of the great variety of inter- 
esting pathologic conditions he meets to illustrate a 
paper, to highlight a presentation at a medical meet- 
ing, or merely to supplement a case history. Many of 
these physicians own cameras; in fact, doctors as a 
group are camera enthusiasts. What is more logical 
then but to extend an interesting hobby into a pro- 
fessional asset ; that is, make the camera serve medi- 
cal practice as well, if the means for accomplishing 
this can be simplified sufficiently so as not to take 
valuable time from that practice? That this is pos- 
sible is confirmed by the number of physicians who 
do make such records. 

While the making of a good medical photograph 
does require some forethought and effort, and a 
measure of skill in application of certain techniques, 
effective clinical photographs can be made by any 
camera-minded physician who will devote a bit of 
attention to the matter. Knowledge of photographic 
theory is helpful beyond a doubt, but, basically, a 
good clinical photograph depends upon the effec- 
tive use of suitable equipment and standardization 
of the few simple procedures that are required by 
the type of record desired. 

Use of present camera equipment, with means of 
adapting it to the requirements of medical photog- 
raphy by the use of various accessories, will be dis- 
cussed in this article. Succeeding ones will deal with 
the essential basic conditions for making clinical 
records, such as lighting, positioning, backgrounds, 
and the elementary steps necessary to the finishing 
of prints for publication, or slides for projection. 

If purchase of a camera is considered, which one 
is best can only be answered by giving careful con- 
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Figure 1. Two general purpose view cameras which yield ex- 
cellent results. Both have double extension bellows, provision for 
ground glass focusing, and may be used with sheet film. An 
adapter permits use of roll film. An adapter for 35 mm. roll 
film is attached to the lower camera. 
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Figure 2. Types of 2%" by 2%” roll film 
cameras. Top to bottom: folding camera, twin 
lens reflex camera, single lens reflex camera. 


sideration to the type of photography contem- 
plated. While the field of medical photography is a 
broad one, it might be best at the outset to restrict 
endeavors to the photography of patients. Then 
comes the question of color, or black and white, or 
possibly both. What size film record should be made 
and at what cost? As most small cameras will require 
adaption to permit full use in this field, what acces- 
sories will be needed? By a review of some of these 
factors, the characteristics and suitability of different 
cameras can be evaluated. As the average physician 
in general practice sees a great variety of conditions, 
the equipment chosen should not be too restricted 
in applicability. 

Small cameras can be divided rather readily into 
the following groups: (1) 35 mm. miniature cam- 
eras; (2) cameras with the popular square format, 
usually 2% by 2% inches; (3) small view cameras 
and press type cameras, with which focusing is done 
on a ground glass screen in the image plane; and 
(4) a group of so-called automatic cameras for clini- 
caland scientific use. With the last group of cameras, 
focus, lens aperture, exposure and lighting are inte- 
grated, and picture taking routine is reduced to a 
minimum. 

Beyond a doubt, the most versatile camera in these 
groups is the small view or press type camera with 
provision for using interchangeable lenses, and 
equipped with a detachable ground glass focusing 
screen and flexible bellows capable of extension to 
at least twice the focal length of the normal lens for 
the camera, a feature which permits the making of 
close-up views, including actual size pictures (Figure 
1). Several kinds of black and white films and color 
sheet films are available for these cameras. The use 
of adapter kits will permit one to employ color roll 
film. Such a camera must be used with a tripod, and 
while it does require a degree of effort and skill in 
handling and focusing, its advantages merit careful 
consideration. 

The usual procedure is to focus on the subject 
with the lens wide open, view the image on the 
ground glass to compose the picture, and then close 
the diaphragm to obtain sufficient depth of field. The 
duration of exposure depends on the type of light- 
ing. An instantaneous exposure may be made by 
using a flash bulb, or a very brief time or bulb ex- 
posure may be made if incandescent bulbs are used. 
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Figure 3. Different types of 35 mm. cameras. a. Supplementary lenses and focal frames are necessary when this type of camera is 
used to make close-up views; b, camera with interchangeable lens feature which may be used with reflex focusing attachment or ground 
glass focusing accessory and extension tubes; ¢, reflex type of camera with interchangeable lens feature. 


Regular lens equipment on cameras of this type pro- 
vides good perspective and proportion, minimal 
working space for full figure studies (about ten feet), 
and excellent detail views with the bellows extended. 
Another popular camera type which uses roll film 
is one that has a square format, usually 2% by 24% 
inches. It may be either a true reflex type, in which 
the image is viewed through the taking lens, a twin 
lens “reflex” type, or a simple folding camera (Figure 
2). This type of camera is small and convenient to 
use. A variety of black and white and color film is 
available for these cameras in the conventional size, 
or by the use of an adapter kit, one may employ 35 
mm. films which are economical. Since the regular 
lens equipment does not permit a working distance 
(subject to camera distance) of less than three feet 
on the average, these cameras must be used with 
accessories or otherwise be adapted to take the close- 
up views so essential in medical photography. 
Some reflex cameras have lens mounts which per- 
mit the use of lenses of different focal lengths; for 
example, a wide angle or a telephoto lens, may be 
substituted for the regular lens, a desirable feature. 


Accessories Increase Camera Usefulness 


Accessories for cameras in this group would in- 
clude extension tubes or an attachment with bellows 
for taking close-up views, and supplementary lenses 
which in effect increase the lens to film distance. 
These supplementary lenses are available in varying 
optical powers, commonly known as diopters, as 1 
diopter, 2 diopters, and so forth. They may be used 
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singly or in combination with one another, depend- 
ing on the degree of magnification desired. As lens- 
to-subject distance is extremely critical when sup- 
plementary lenses are employed, the use of a tripod 
is recommended, with very accurate measurement of 
the distance. Furthermore, to localize the subject 
area when using supplementary lenses, a device 
known as a focal frame is essential, as the range 
finders built into these cameras cannot be used at 
such close distances. This will be described in detail 
in connection with its use with 35 mm. cameras. 
Miniature cameras which use 35 mm. film are ex- 
tremely popular; some are extremely versatile (Fig- 
ure 3). High on the list of desirable ones is the re- 
flex camera with detachable lens, which permits the 
use of other lenses. The reflex feature makes it pos- 
sible to view the subject through the taking lens up 
to the time of exposure. It also permits one to note 
the depth of field obtained by closing the diaphragm. 
If this camera is used with extension tubes or bel- 
lows attachment between the camera body and lens, 
larger images may be obtained on the film. Extension 
tubes usually are available in various lengths, as 4% 
inch, 1 inch, 2 inches, and so forth. In this connec- 
tion, it must be noted, with emphasis, that any in- 
crease in lens-to-film distance, however achieved, 
necessitates an increase in exposure based on definite 
laws of optics. A convenient method for calculating 
this increase is as follows: measure the distance from 
the center of the lens (front to back) to the film 
plane, divide this figure by the figure representing 
the focal length of the lens, and square the quotient. 
This is the number of times by which the normal ex- 
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posure must be increased to compensate for bellows 
extension. For example, a 50 mm. lens used with ex- 
tension tubes bringing the total lens-to-film distance 
to 100 mm. requires a 4 times increase, for example, 
100 divided by 50 equals 2, and squared equals 4. If 
one assumes that the normal exposure is 4 second, 
the bellows factor of 4 will make the exposure 1 
second, 

An even simpler approach is to refer to tables giv- 
ing the bellows extension factor for various exten- 
sions. The most commonly used ones follow: For a 
V4 size image, double the indicated exposure; for a 
Yy size image, the factor is 2.25; for %4 size, it is 3 
times ; for actual size, it is 4 times. 

For a 35 mm. camera not having the reflex feature 
but equipped with a detachable lens, there are avail- 
able ground glass focusing devices or a reflex focus- 
ing accessory which is interposed between the lens 
and the camera (Figure 4). However, with either of 
these accessories it is best to use a longer focal 
length lens, for example, a 90 mm. or a 135 mm. 
telephoto lens. This really is an advantage because 
such a lens affords better perspective and natural- 
ness of proportion. When a 35 mm. camera with the 
normal 50 mm. lens is used too close to the subject, 
as in photographing a face, those areas nearest to the 
camera appear much larger in proportion and ac- 
tually distorted, in relation to the whole. The longer 
focal length lens with its greater working distance 
avoids this distortion and yet serves for the range 
of subject areas usually encountered in medical 


Table 1. Approximate size of field obtained with a 135 mm. 
lens on 35 mm. cameras. 


Focus setting, feet lens extension size of field 


25 5 by 7 feet 
(full figure) 

r) 12 by 18 inches 
(trunk) 
by inches 
(hand) 
3 by 5 inches 
(close-up view) 


photography. Since it has the disadvantage of less 
depth of focus, it must be focused critically (Table 1). 

Although a camera may not have the reflex feature 
or a detachable lens, it may still be used for this type 
of photography by the addition of supplementary 
lenses and focal frames mentioned earlier. Necessary 
data for the use of supplementary lenses usually ac- 
company them, and are found in instruction books 
for some cameras. By way of example, a 50 mm. lens 
focused at 3 feet covers a subject area of approxi- 
mately 24 by 34 inches. With the addition of a 1 
diopter supplementary lens and the use of a closer 
camera position, the subject area is reduced to about 
10 by 15 inches. With a 3 diopter lens the subject 
area is reduced to about 4 by 6 inches, and the 
camera-subject distance to about 10 inches (Table 2). 
This distance must be measured accurately to insure 
sharpness of focus. While a supplementary lens does 
not alter the exposure, a smaller diaphragm opening 


Figure 4. a. Bellows accessory. When this is used with a 90 mm. or longer focal length lens, focusing range extends from infinity 
to close to the subject. b. A Y2-inch extension tube, with 50 mm. lens, for making close-up views. 
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is recommended. All this looks formidable. Actually, 
it is not, because once the equipment is set up for 
definite subject sizes and distances the procedure 
falls in a ready and easy pattern. 


Focal Frame Aids in Localizing Area 


Construction of a focal frame for localization of the 
area to be photographed requires a bit of experi- 
mentation. One method is to photograph rulers, 
crossed at right angles, at stated distances and with 
supplementary lenses of different powers. Correlat- 
ing the image on the developed film with the cam- 
era-to-subject distance should indicate the size of a 
focal frame for a particular lens. 

Gibson suggests the following technique: ‘The 
exact working distance can be found by photograph- 
ing a ruler in the following way: Stand the camera 
on a bench. Support the ruler face up ona block .. . 
so that the rear end is directly beneath, and about 
six inches below, the bottom of the lens. Rest the 
far end on a larger block so as to slope the ruler 
upward. The amount of slope should be such that 
the figure selected on the ruler corresponding to 
the working distance selected from the table (Table 


Table 2. Technical data for use of supplementary lenses on 
35 mm. camera with 50 mm. lens*. 


Supplementary) focus setting, | working dis- size of field, 
lens feet tance, inches inches 
1+ Inf. 38% 18%x28 

4 21% 10x15 
2+ Inf. 19% 9¥%x14 
4 14 6ax9% 
3+ Inf. 13 6%ux9% 
4 10% 4%x7 Ve 
3+,1+ Inf. 9% 4% x7 Ve 
4 3%x6 
3+,2+ Inf. 7h 3%x5% 
6% 
3+,3+ Inf. 6% 3x4¥% 
4 5% 2Ux4Ve 
8+ Inf. 5 
4 2x3 
10+ Inf. 4 1%x2% 
4 3% 1%x2% 


*The data in this table have been taken from Gibson, H. L.: 
The Photography of Patients, Including Discussions of Basic Photo- 
graphic and Optical Principles. Springfield, Ill., Charles C Thomas, 
1952, 118 pp. 

TMeasured from front of ring of supplementary lens to the 
subject. 
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Figure 5. Method of determining the field size of a focal frame. 


2) is about the same height as the center of the lens. 
Make a picture at an aperture of about f/4.5. This 
will limit the depth of field and thus emphasize the 
marking on the ruler that is in sharpest focus, in- 
dicating the actual working distance for the com- 
bination of lenses. The field size can be found by 
photographing two rulers at the actual working 
distance.” 

If the camera back is removable, a piece of 
ground glass or even tissue paper, marked with 
crossed lines, may be taped in the film channel and, 
with the shutter open on “T” and the diaphragm 
wide open, a light may be shone through the ground 
glass from the back onto a wall (Figure 5). By mov- 
ing the camera closer to, or farther away from, the 
wall until the crossed lines are sharply defined, the 
subject area for that particular lens and distance is 
outlined. A focal frame of stiff wire or aluminum 
rods can then be made in the size indicated. It is 
well to make the frame about 10 per cent larger to 
prevent inclusion of any part of the frame or shad- 
ows from it in the picture. The rods are fitted toa 
wooden base supporting the camera. This base may 
also support lights if desired (Figures 6 and 7). 

Dr. Paul Fasal, in “Color Photography in Der- 
matology,” published in Medical Radiography and 
Photography, in 1951, suggests a focal frame 3 by 5 
inches as the most useful. This encompasses a hand 
or cheek. Next would be a 6 by 9 inch frame for face 
or similar sized area. Actual use may demonstrate 
the need for other sizes. 

The demands of doctors and scientists for a com- 
pact integrated hand camera has led to the develop- 
ment of several cameras of a type best called semi- 
automatic. With these cameras, the focusing, light 
lens opening, and exposure are all correlated for 
various subject areas and distances. By using main- 
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ly 35 mm. film with these cameras, they afford a 
ready means of obtaining slides for projection, and 
by enlargement of the negative or by making en- 
larged copies of the color slides, prints may be made 
for publication. Although they are compact and ef- 
ficient, they too require skill and discretion in use. 
They seem to produce better results when their use 
is restricted to one or two types of endeavor. 

A camera which may find increasing use in the 
clinical field is the Land camera—a print is ob- 
tainable in about a minute. Further refinements 
and the use of some of the accessories mentioned 
may make it useful for the general practitioner. 


This is the first in a series of articles by Mr. McComb, 
designed to assist general practitioners in using cameras 
in their diagnostic procedures. Further articles will 
appear in successive issues of GP. 


Figure 6. Focal frame devised by Fasal. The frame 
fits into wooden block which also holds the camera 
and flash unit. (From Color Photography in Der- 
matology. In Fasal, Paul: Medical Radiography 
and Photography, Rochester, New York, Eastman 
Kodak Company, 1951, vol. 27, no. 2.) 


Figure 7. Improvised focal frame device with pro- 
jection bulbs. Such lights must be used with a dim- 
ming arrangement. (From Gibson, H. L.: The 
Photography of Patients. Charles C Thomas, Spring- 
field, Ill., 1952, 118 pp.) 
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OLDER PHYSICIANS FACE DRAFT PROBLEMS 


It’s never easy to have one’s life totally disrupted— 
but that’s what the near future may hold for a lot 
of physicians now in Priority Three of Selective 
Service. The disruption is all the more painful since 
most doctors in this classification are 35 to 50 
years of age, and have not had previous military 
experience. However, most physicians in Priority 
Groups One and Two whoare available and physical- 
ly qualified for military service have already been 
called up, and as a consequence, many Group Three 
registrants have been ordered to take their physical 
examination for final classification by Selective 
Service. 

The most serious practical problem to be faced 
is the economic one, of course. At the present time, 
physicians and dentists who voluntarily enter the 
service or are recalled to active duty as reserve 
officers, receive one hundred dollars a month in 
addition to the monthly pay scale listed here. 


quarters allowance 


Army & without with 

Air Force Novy base pay dependents dependent 
2nd Lieut. Ensign $222.30 $85.50 $102.60 
Ist Lieut. Lieutenant (jg) 259.36 85.50 102.60 
Captain Lieutenant 326.04 85.50 102.60 
Major Lt. Commander 400.14 94.20 119.70 
Lt. Colonel Commander 474.24 102.60 136.80 
Colonel Captain 592.80 119.70 136.80 
Brigadier Gen. 800.28 136.80 171.00 
Major Gen. Rear Admiral 963.30 136.80 171.00 


In addition, all officers receive $47.88 per month 
as a subsistence allowance. An older physician will 
find that with this as his total earning, his entering 
military service brings about a substantial drop in 
income. The family’s living expenses may need to 
be reduced to make ends meet. This and other per- 
sonal matters pertaining to the business end of the 
practice should be worked out as far in advance of 
departure for active duty as possible. 

Any doctor with an established practice will want 
to notify his patients and make detailed arrange- 
ments covering all phases of his business life in 
order to avoid a complete interruption in his career. 
Possibly the best arrangement is to find another 
doctor to take over until his return. If this is done, 
a specific agreement should be worked out with a 
lawyer, clearly stating each physician’s duties and 
responsibilities. Such an arrangement has many 
advantages, among them maintenance and utilization 
of equipment and office help. 
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If the office is to be closed, more difficult prob- 
lems must be faced. Should the equipment be 
stored, rented out, or sold? Condition of the equip- 
ment will be a factor here, as well as the plans the 
doctor may have when he returns from military 
service. 

If he has a long-term lease, he must either obtain 
a release or arrange for subletting the space. He 
will also have to store his records, though many of 
them may need to be accessible for reference by 
other physicians who care for his patients in his 
absence. The doctor must also arrange for someone, 
his office girl or his wife, to continue collections of 
outstanding fees. 

Since many business matters requiring prompt 
action may arise in his absence, provision should 
be made for the wife, a lawyer, or a bank officer to 
act as “attorney in fact.” This can be set up through 
a power of attorney form which the doctor’s own 
lawyer can handle. 

There’s no escaping taxes, which must continue 
to be paid, and income tax reports must be handled. 
A good idea here is to use a local tax accountant 
since the wife may not be prepared to manage tax 
forms. 

What to do about insurance programs? Most 
doctors who have been actively practicing a few 
years will have a fairly large insurance program 
under way. It may have to be reduced during the 
period of service, and a local insurance broker 
should be called upon to help work out some plan 
of continuance. Malpractice insurance, above all, 
should be retained. The doctor’s family or his 
bank can pay premiums. A medical officer who will 
have frequent address changes may not receive his 
premium notices, or he may not be situated where 
he can send off the payment. 

Military personnel usually arrange for the govern- 
ment to allot a part of their monthly pay to their 
wife or other family dependents. It’s a good idea to 
have this allotment sent to a bank for deposit in a 
joint account. A joint bank account also enables the 
wife or some other family member to pay current 
bills and make deposits from other income. 

These, of course, are just a few of the myriad 
details that will need quick decision by the physician 
called to the colors. 
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STANDARD FORM FOR 
SURGEON’S REPORT 


File 
| Conte 
Approved by 1. A. B.C | Employers... 


(Carrier's File No. 
(The spaces above not to be filled in by Employer) 


gee. 
City or Town. 


|. Date of accidents __ Hour M. Date disability began... 
State in patient's own words here and bow accident occurred 


|. Give accurate description of nature and extent of injury and state your objective findings: 


. Will the injury result ia (a) Permanent defect? If so, what? — 
(b) Facial or head disfigurement? 
(Permanent euch leas of whole oF parte of fingers, facial OF Bead duabgurement, must be accuratcly marand om chatt on revere of 
report 


Is accident above referred to the only cause of patient's condition? If not, state contributing causes 


Is patient suffering from any disease of the beart, lungs, brain, kidneys, blood, vascular system or any other disabling evndition 
not due to this aceident Give particulars 


Has patient any physical impairment due to previous accident or disease” Give particulars 


. Has normal recovery been delayed for any reason? Give particulars 


2. Date of your first treatment Who engaged your services? 
Describe treatment given by you 


Were X-Rays taken? By whom? __ 


X-Ray diagnosis: - 
Was patient treated by anyone else? 


Was patient hospitalized? 
Date of admussion to hospital 
Is further treatment needed? 


Pationt able to resume regular work ont... 


Patient willbe able to resume light work on: __ 
2. Mf death ensued give date: 


REMARKS: (Give any information of value not included above) 


1am a duly licensed physician in the State of 

I was graduated from Medical School in... 
Date of this report: (Signed) 

This report must be signed personally by physician. Address: 


Form 1. Standard insurance form for preliminary reports in accident cases. 


MANUAL FOR PHYSICIANS’ 


OFFICE ATTENDANTS—II 


BY HENRY B. GOTTEN, M.D., 


and DOUGLAS H. SPRUNT, M.D. 


This is the second in a series of articles by Dr. Gotten and 
Dr. Sprunt, both of the University of Tennessee Medical School, 
and marks the serialization in GP of their ‘Manual for Physi- 
cians’ Office Attendants,” to be published in February. The 
**Manual” is running in GP in four parts. 


Referring Patients to Other Doctors 


PaTiENTS are frequently referred from one physician 
to another. It may be that the referring doctor does 
not make the type of examination or give the type 
of treatment required, or he may wish to have an 
additional opinion or consultation. 

The reference of a patient from one doctor to 
another is often a delicate matter. Sometimes the 
patient insists upon having a consultation or special 
examination and the regular physician is not too 
happy about it; at other times, the doctor desires 
the services of another and the patient is not too 
happy about it. These matters call for the exercise 
of the utmost tact on the part of all concerned. 

In any event, the secretary should communicate 
with the consulting physician and make the ap- 
pointment for the patient. As a rule, the referring 
and consulting physicians confer with each other 
regarding the matter, though this is not always 
necessary. Unless confined to bed, the patient 
should be directed to the office of the consulting 
physician, advised as to the time of the appoint- 
ment, and instructed in any special preparation to 
be made for x-ray examinations, laboratory tests, 
and other studies. A short note may be helpful to 
both the patient and the consulting physician. If 
any x-ray examination has already been made or 
laboratory work done for the patient, a summary 
of the findings should be sent to the consulting 
physician in order that such studies will not be 
duplicated. 

Patients who are referred to other doctors are 
usually expected to return to the referring physi- 
cian. If so, the secretary should estimate and record 
the approximate date on which they will be expect- 
ed. 

It is customary for the consulting physician to 
write a report of his findings and recommendations 
for treatment to the referring doctor, and it is the 
duty of the secretary to see that this report is writ- 
ten promptly. She should keep a daily record of 
patients referred and the dates of their observa- 
tions, with the name of the referring doctor. This 
record should also contain a notation of the date 
of each letter written. If the patient is under the 
care of the consulting physician for several days or 
weeks, it is a good policy to write the referring 
doctor a report on the patient’s condition at fre- 
quent intervals and at the time of his discharge. At 
the conclusion of the treatment, the secretary 
should see that, if necessary, the patient returns to 
the referring physician. 
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SURGEON’S REPORT AND BILL 
Medical Reimbursement Rider 
For prompt payment, return to local agent or claim adjuster handling this claim 
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Total No. office visits 
Total No. home visits 
Total No. hospital visits 
Total No. x-ray pictures 
Miscellaneous 


History of accident as given by patient 
Diagnosis 

Complications 

Describe treatment and operations 


What physical impairments contributed to lengthen period of disability 


Patient able to return to work on 
Patient discharged as cured on 
Any p injury or disfig 


Date 


Hospital Referrals 


When patients are referred to the hospital, the 
secretary will be required to make the necessary 
arrangements, as patients are unaccustomed to hos- 
pital routine and are not familiar with the proper 
procedure. The secretary should determine from 
the patient the type of accommodations desired. 
After making the reservations, she should instruct 
the patient as to the time of admission, the amount 
of deposit required and the personal effects which 
will be needed, and should give them preliminary 
instructions for the examination or treatment to be 
carried out. To avoid error, these instructions 
should be obtained from the physician. Notations 
on the office record should be made of the day on 
which the patient enters the hospital, the treatment 
given or the operation performed, and the date of 
his discharge from the hospital. This information 
may be required in making out the statement, in the 
completion of insurance papers, or in writing letters 
to members of the family or to the referring physi- 


cian. 
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REPORT OF PHYSICAL EXAMINATION 


(TO BE MADE IN THIPLICAT®E 


acoress 


MEDICAL HISTORY 


EXAMINATION 


PHYSICAL 
CHECK (v) ITEMS WHEN CONDITIONS NORMAL MOT. ABNORMAL CONDITIONS 


On 


Form 3. Standard form for reports of physical examina- 
tions of employees, used in large business organizations. 


Compensation Cases 


Many physicians have a large volume of so-called 
compensation insurance work. This deals with pa- 
tients who have been injured in the course of their 
employment, and whose claims for injuries are han- 
dled by the insurance companies under the super- 
vision of the State Compensation Laws. The laws 
vary in each state and, in addition, each insurance 
company has its special requirements. In every case, 
records must be obtained and forwarded to the 
parties concerned. 

These patients are usually brought to the doctor’s 
office as emergencies or semiemergencies, and 
should receive immediate attention. They should 
not be allowed to remain in the waiting room with 
other patients; many of them are in work clothes, 
and often their clothes are blood-stained. Those 
with minor injuries may be treated at once and al- 
lowed to return to their work. Those with injuries 
of a more serious nature should be taken straight 
to the treatment or operating room and given first 


aid. 
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it? Describe fully. 


The secretary should obtain the patient’s name, 
address, and age, the name and address of his em- 
ployer, the time of the accident, and information as 
to how the accident occurred. This information is 
required for the insurance forms. After the exam- 
ination, the physician may give the secretary the 
diagnosis, the x-ray report, if any, the type of treat- 
ment required, the probable length of the patient’s 
disability, and other pertinent information. This is 
then transferred to the insurance company’s form, 
which is made in triplicate (Form 1). One of these 
forms is kept by the physician and two are sent to 
the insurance company, one of which they forward 
to the proper department in the state government. 

These patients may return repeatedly for dress- 
ings or additional treatment. Should they continue 
to work or resume work shortly after the accident, 
the secretary should plan their visits so they may 
receive prompt attention. They should be placed 
in a convenient room, so the doctor may take care 
of them between his visits with other patients. 
Thus, little time will be lost by the patient, the em- 
ployer who sends them, and by the physician. 

Upon conclusion of the patient’s treatment, a 
final form must be returned to the insurance com- 
pany. This form contains the name and address of 
the patient and of his employer, the date of the in- 
jury, the diagnosis, the length of time the patient 
was partially or totally disabled, the date of the 
conclusion of the treatment, and the date on which 
the patient returned to light or full duty. Spaces 
are also provided for recording the office visits, 
x-ray findings, dressings, operations, and miscel- 
laneous facts (Form 2). The secretary should obtain 
the charge for each of these services, make the bill 


Diplomacy should be exercised in handling detail men. 


in duplicate, and send both to the insurance com- 
pany. The insurance companies prefer that these 
bills be rendered on the day the treatment is con- 
cluded or at the end of the thirty-day period. 

In most states, patients do not receive compen- 
sation unless they are disabled for work at least one 
week; thereafter they receive half pay. It is to the 
interest of the employer, the employee, and the in- 
surance company to keep injured persons on the 
job. If the patient loses no time from work, the em- 
ployer receives a more favorable insurance rate, the 
insurance company has less compensation to pay, 
and the employee obtains full wages instead of 
part-time wages. In many states the compensation 
continues for only thirty days, to prevent the pa- 
tient from malingering. In the event of a serious 
accident, wherein the patient sustains broken bones, 
burns, or injuries necessitating operation, the peri- 
od of compensation may be extended as a matter of 
policy. The secretary should remember these mat- 
ters and remind the physician to write to the 
insurance company from time to time, reporting 
the progress of the patient and, if necessary, re- 
questing an extension of the treatment period. 

Many large industrial concerns require employees 
to undergo a physical examination before they are 
accepted for employment. As a rule, these com- 
panies have their own forms for reports of such 
examinations, though essentially the same informa- 
tion is requested in all (Form 3). The examinations 
are designed to exclude applicants who have physi- 
cal defects which might increase the liability of the 
company under the workmen’s compensation laws. 
The secretary can obtain the applicant’s name, ad- 
dress, and age, whatever history is required, and 
his signature certifying to the truth of his state- 
ment. She can also obtain much of the general in- 
formation required on these forms, leaving the 
technical points to the physician. The reports are 
usually typed in triplicate, the physician retaining 
one copy, the original and other copy being sent to 
the employer. 


Drug Manufacturers’ Representatives 


Commercial houses which manufacture drugs 
and supplies for the medical and dental professions 
send their representatives or “detail men” to solicit 
the good will of physicians and dentists and in- 
crease the sale of their products. The majority of 
these men represent reputable drug and supply 
houses, and have been trained in their work. Physi- 
cians are usually glad to see them and willingly 
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allow them to present their particular products. 

There are many of these detail men, however, 
and scme of them call too often, thus consuming a 
considerable amount of the doctor’s time. A num- 
ber make nuisances of themselves in attempting to 
obtain a conference with the doctor when he is busy 
or does not wish to see them. Some are short and 
to the point in their conversation, while others are 
long-winded and argumentative. Some represent 
(houses of questionable reputation or have products 
_of no value to the doctor. 

A certain amount of diplomacy should be exer- 
cised in handling detail men, as they have a wide 
acquaintance and come in contact with many peo- 
ple. If the doctor does not wish to see them or has 
not the time to do so, an efficient secretary will 
tactfully postpone the conference. The majority 
are accommodating and, if necessary, are willing to 
return at a more opportune time. This can be ar- 
ranged so that neither the detail man nor the doctor 
is materially inconvenienced. 


Care of Office Supplies 


There are necessarily quite a number of supplies 
to be maintained in the doctor’s office, among them, 
correspondence and bookkeeping supplies, history 
records, materials for various types of physical, 


laboratory, and x-ray examinations, and linens. The 
medical assistant is required to keep up with these 
supplies and see that ample quantities are con- 
venient. The majority may be readily obtained 
through local trade channels, and the secretary 
should learn to purchase such materials as econom- 
ically as possible. Certain items may be purchased 
more cheaply in large quantities, though at no 
time should excessive quantities be accumulated. 
Overstocking may lead to loss from deterioration, 
breakage, evaporation, or fire. Almost all physicians 
have patients or acquaintances from whom supplies 
are purchased. Not infrequently, the amount of a 
purchase is applied on the account of a patient; 
this is a practical point to be remembered. 

The physician usually orders the printed matter, 
though in some offices the secretary may do so. 
Bill forms and envelopes for mailing bills may be 
purchased together, or envelopes may be ordered 
through the post office printing department. If de- 
sired, these may be obtained with windows, thus 
reducing the amount of stenographic work. In addi- 
tion to stationery, history forms and other items 
peculiar to the individual doctor’s requirements are 
included in the printed matter. 
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Instrument care is one of many functions of the office assistant. 


Other supplies, such as tongue depressors, 
gauze, bandage, tissue-drainage material, splints, 
applicators, towels, finger cots, rubber gloves, cot- 
ton, needles, suture material, knife blades, glass 
slides, medicines, antiseptics, and antiseptic drugs 
may be obtained in reasonable quantities from time 
to time. Because of the likelihood of breakage, evap- 
oration, and deterioration of certain of these sup- 
plies, large amounts should not be purchased, even 
though some slight saving might be effected. 

It is worth repeating that all medicinals, antisep- 
tics, and drugs should be properly labeled, well 
stoppered, and put in places especially designated 
for this purpose; otherwise, serious accidents may 
occur. An unlabeled drug should be discarded. 

The medical assistant usually prepares certain of 
these supplies, such as some of the antiseptic solu- 
tions, gauze squares, applicators, and towels for 
sterilization. Supplies may be sterilized in an auto- 
clave or pressure cooker in the office, or may be 
sent to one of the hospital operating rooms for 
sterilization. 

In some of the larger cities, sheets, pillow cases, 
smocks, gowns, kimonos, and towels for ordinary 
use may be obtained from linen supply houses. The 
assistant keeps a record of the supplies on hand, 
makes out a list for the laundry, and checks it upon 
its return. If linens are provided by a supply house, 
they are checked upon delivery. In the event the 
linen supplies are the property of the physician, the 
assistant should see that they are kept in good con- 
dition and replaced as necessary. 
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* * TRENDS AND EVENTS 


The Eisenhower “Family” and Medicine 


Tue recent selection of Mrs. Oveta Culp Hobby, of 
Houston, Tex., by President-elect Eisenhower to 
succeed Oscar R. Ewing as head of the Federal 
Security Agency has been the subject of considerable 
discussion by America’s physicians. This is quite 
understandable, inasmuch as FSA is the parent body 
of the U.S. Public Health Service, Social Security 
Administration, and Office of Vocational Rehabilita- 
tion, all of which are importantly involved in mat- 
ters affecting medical practice. 

Particularly noteworthy is the fact that Mrs. 
Hobby is the replacement for a man who has 
epitomized socialized medicine over the past five 
years. The installation of the new Administrator on 
January 20 will mark the end of a period in which a 
major unit of the Federal government has been the 
fountain head of “literature” in behalf of compulsory 
national health insurance. 

Washington observers attach significance to Gen- 
eral Eisenhower’s statement that Mrs. Hobby, in her 
new government position, will sit in at Cabinet 
meetings. This is a privilege which was never ex- 
tended to Mr. Ewing by President Truman and 
which was the source of dissatisfaction on the 
Administrator’s part. 

But of all new members of the White House 
official family after Inauguration Day January 20, 
the one who unquestionably will be the President’s 
most trusted and influential advisor on matters 
medical will be Maj. Gen. Howard McCrum Snyder. 
This is the man who has been very close to General 
Eisenhower since World War IIl—in the Pentagon, 
at SHAPE headquarters in Europe, during the 
Presidential campaign, and even in New York when 
the President-elect was serving as president of 
Columbia University. 

Now on the retired list, General Snyder is a career 
Army medical officer, but his role as an advisor to 
the new President will not be limited to national 
health matters. He is a former Army Inspector 


IN THE NATION’S CAPITAL 
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General and is expertly informed on all military 
affairs which have civil ramifications. Thus, he is 
expected to be a key figure in shaping of Adminis- 
tration policy with regard to the doctor draft law; 
medical and hospital benefits for dependents of 
military personnel; utilization of non-Federal hos- 
pitals for residency and postgraduate training of 
Medical Corps officers, and development of military 
medical research programs. 


Summary of the “Egg Yolk Case” 


Family physicians and pediatricians were par- 
ticular targets of a warning issued November 28 by 
the Food and Drug Administration. They were ad- 
vised, through press and other channels, of possible 
danger in Swift’s canned dried egg yolk and urged 
not to prescribe the product for infant diets. The 
FDA’s action resulted from discovery of salmonella- 
type infections in four babies in Washington, New 
York, and Chicago, all of whom had ingested varying 
amounts of the canned dried egg yolk. 


> 


Mrs. Oveta Culp Hobby, Federal Security Administrator. 
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The first case of infection, precipitating an investi- 
gation by FDA and laboratories of National Institutes 
of Health, occurred in a Washington child whose 
parents said dried egg yolk had been included in the 
diet. Bacteriologic analysis disclosed salmonella- 
type organisms in some of the cans examined. They 
were found also in cans with the same code mark 
and in other code lots, although several lots were 
found to be free of contamination. Subsequent check- 
up of hospitals in five large cities led to uncovering 
of three additional cases—in New York and Chicago 
—where the canned dried egg yolk was implicated. 

All of the ill infants recovered following medical 
care. 

‘Although none of these cases,” said FDA, “has 
definitely been proven to have been caused by the 
egg yolk, Swift & Co. believes that it is in the public 
interest to temporarily remove the product from 
the market.” 


Medical Costs Increasing 


Medical and hospital care continues to increase 
in cost, according to the Bureau of Labor Statistics, 
Department of Labor. Late in November BLS pub- 
lished its quarterly price index which reveals that 
the index figure for physicians’ fees in September 
was 153.3 (compared with the “normal” of 100.0 
for the period 1935-39). The 1951 average was 
145.2, from which point it rose to 150.2 in March, 
1952, and 151.4 in June, 1952. 

The breakdown for general practitioners’ fees 
shows a 1951 average of 145.2, increasing in 1952 
to 150.4 in March, 151.7 in June, and 153.4 in 
September. 

Other sample index figures: 

Surgeons’ and specialists’ fees, 151.8, compared 
with 148.9 in June, and 144.3 (average) for 1951. 


REHABILITATION PAYS 


Ir 1s not generally realized that a few dollars spent in rehabilitation can save vast sums 


Hospital rates, 290.8, compared with 287.5 in 
June, and 260.7 for 1951. 

Prescriptions and drugs, 129.6, compared with 
129.5 in June, and 128.4 for 1951. 


Possible Changes in VA Programs 


Significant operational changes in Veterans Ad- 
ministration are regarded as inevitable by Washing- 
ton officials as a result of recent developments in 
several quarters. Outcome of the anticipated reforms 
will, of course, have considerable to do with policies 
with reference to VA’s large outpatient, fee-for- 
service program ; eligibility of nonservice-connected 
cases for governmental medical and hospital care, 
and future planning in hospital construction. 

Foremost among recent developments affecting 
VA is the change of Administration, which will re- 
sult in replacement of Carl R. Gray, Jr., as Veterans 
Administrator. Another is the action taken by 
American Medical Association at its Denver meet- 
ing early in December, representing the boldest 
and most decisive step ever taken by A.M.A. on the 
subject of government responsibility for health care 
of veterans. 

Also an important factor in VA’s future is the 
comprehensive management report, based on a 15- 
month investigation and costing $650,000, which 
was made public a few weeks ago by Administrator 
Gray. The report, submitted by the Chicago firm of 
Booz, Allen & Hamilton, makes extensive recom- 
mendations designed to increase operating ef- 
ficiency. 

Finally, there is the over-all report by the Presi- 
dent’s Commission on Health Needs of the Nation, 
which was scheduled to be submitted to President 
Truman late in December. This document will deal 
in part with controversial aspects of veterans’ care. 


in tax money and sums necessary for institutional care. Injured or ailing workmen can be 
returned to at least part productivity through rehabilitation, and an educational program 
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is now going forward to bring such facts before industrialists. 
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THE FAMILY PHYSICIAN MEETS WALL STREET 


BY WILLIAM I. LA TOURETTE 
Security Analyst, Shearson, Hammill & Co. 


Investment Timing Vital 


PROPER timing is an important factor in a successful 
investment program, just as it is for an investor in 
buying real estate or a businessman making pur- 
chases for inventory purposes. The perfect theory of 
investment timing is to “buy at the bottom and sell 
at the top,” but this is easier stated than applied. 
Timing the purchase of securities is a difficult prob- 
lem for which, as in so many other instances, there 
is no simple formula or rule for quick and easy suc- 
cess. Nevertheless, there are several policies which 
have proved successful in mitigating to an impor- 
tant degree the inherent risk of cyclic price move- 
ments. 

Many methods have been offered as solutions to 
the problems of investment timing, the most impor- 
tant of which are the so-called “formula plans,” the 
“dollar averaging” method, investing in “special 
situations,” and investing in noncyclic industries. 
In addition, broad over-all policies of investment 
diversification and careful selectivity are advocated 
to offset the market risk factor. ‘Formula plans” 
involve shifting a steadily increasing proportion of 
one’s portfolio from common stocks to bonds and 
preferred stocks as the general market advances, 
and, conversely, shifting from senior securities to 
common stocks as the market declines. The shifting 
is done at specific, predetermined intervals; for 
example, the formula may call for the sale of 10 per 


cent of one’s common stock holdings after each rise 
of 10 per cent in the stock market, as measured by 
the Dow-Jones average of thirty industrial stock 
prices. Such mechanical methods are not only difh- 
cult for the average investor to apply, but they have 
also been unsuccessful in many cases because of 
their inflexibility and lack of emphasis on individual 
selections. 

‘Dollar averaging” is an easy-to-apply method 
which when combined with careful investment se- 
lection has met with a good degree of success in 
offsetting cyclic market fluctuations. This proce- 
dure involves the steady purchase of securities over 
the years so that an average cost is obtained; if a 
stock is purchased at $25 per share in one year and 
it declines to $15 the following year, the same num- 
ber of shares are again purchased under the “‘dollar 
averaging” plan so that the average cost is reduced 
to $20 per share. A program of “‘dollar averaging” 
in General Electric stock, for example, by investing 
$1,000 annually during each year from 1946 
through 1951 at prices midway between the high 
and low for the year, would have resulted in the 
purchase of a total of 144 shares at an average cost 
of $41.80 per share. The stock was selling at $58.62 
per share at the end of the period, so that the hold- 
ings acquired in GE over the years had a market 
value of $8,442, an appreciation of more than 40 
per cent. Dividend income during the period 
amounted to $314.40, which represents a return of 
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better than 5 per cent on this GE investment. 

The policy of investing in “special situations” 
such as stocks that are selling substantially below 
their net asset values with liquidation in prospect, 
or undervalued securities of companies in financial 
difficulties, has yielded mixed results. This policy 
was most notably successful when applied in the 
rail reorganizations of the *thirties and "forties, but 
such opportunities diminish in periods of prosper- 
ity. “Special situations” must be followed closely at 
all times and they require constant professional 
supervision. 

Investing exclusively in noncyclic industries in 
order to get away from the “ups and downs” of the 
stock market involves forsaking considerably more 
dynamic opportunities for appreciation in other 
fields, and it does not always achieve the desired 
results. Prices of most of the leading tobacco 
stocks, which have long been regarded as one of the 
main noncyclic groups, have tended downward 
over a long period of years so that investment in this 
**depression-proof” industry over the past ten to 
fifteen years would have yielded poorer results than 
investing in more cyclic industries. 


Diversification Important 


The diversification of investment holdings pro- 
vides an important offset to the risk of investing in 
periods when stock prices are high. The economy 
seldom seems to function completely in unison, and 
even in periods of peak prosperity there are usually 
several industries that may be found experiencing 
their own private depression, which will very likely 
be reflected in depressed prices for the stocks of 
such companies. In 1951, which was one of the best 
years in history for business in general, the depart- 
ment stores suffered a sharp drop in earnings re- 
sulting from unusually heavy markdowns in the 
summer and fall months as excessive inventories 
were worked off. The food chain stores also experi- 
enced a severe decline in profits, arising from the 
imposition of government price controls which up- 
set the normal pricing pattern followed in the trade. 
As a result, stocks of companies in these fields per- 
formed poorly despite a generally buoyant stock 
market. 

Last year the textile and carpet industries went 
through a drastic slump which saw many companies 
operating at a loss or reporting small profits; divi- 
dends were reduced, and in many cases omitted, 
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and share prices of companies in these fields fell 
sharply. The ethical drug industry experienced a 
milder but nevertheless marked recession as a result 
of the slump in the highly competitive antibiotics, 
penicillin and streptomycin, and ethical drug shares 
performed poorly. 

When the depressed conditions of an industry 
that is passing through a transition or adjustment 
period are reflected in deflated prices for stocks of 
companies in that field, a good opportunity for 
long-term investment is often presented. 


Selectivity Always Necessary 


The careful selection of individual issues within 
various industries is a ““must,”’ whether or not share 
prices are depressed. A thorough study of the facts 
concerning each individual issue is necessary be- 
cause stocks that are deflated in relation to the 
market as a whole are often unattractive on funda- 
mentals. Motion picture stocks have declined steadi- 
ly during the past five years in spite of a generally 
rising market. However, earnings and dividends of 
motion picture production and exhibition com- 
panies have fallen off even more sharply, and as the 
outlook for any worth-while earnings recovery is 
poor, in part because of the steadily expanding 
television market, the stocks still lack appeal. 
Among the automotive issues, Packard stock is sell- 
ing at less than half its 1946 high, while General 
Motors is selling at about 50 per cent above the 
peak prices reached in that year, but this situation 
merely reflects the industry’s transition from the 
abnormal seller’s market of the early postwar years 
to a normal, highly competitive buyer’s market. 
Consequently, Packard’s share of total automobile 
sales has declined and the company has reverted to 
its prewar position as a marginal producer in the 
industry. 

While timing is one of the more difficult prob- 
lems which confronts the investor, a program which 
combines (1) diversification of securities among 
various industries, (2) careful selectivity of indi- 
vidual issues within an industry, (3) adherence to 
the principle of “dollar averaging,” and (4) the 
guidance of professional investment counsel, may 
be expected to yield substantially better-than-av- 
erage investment results. 


This is the sixth of a series of articles designed to acquaint 
the doctor with fundamental principles and policies for invest- 


ing in securities. 
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INDUSTRIAL MEDICINE 


OPENS NEW VISTAS 


GP Is FREQUENTLY the recipient of letters from gen- 
eral practitioners who want information and assis- 
tance in the area of industrial medicine. A case in 
point is a recent letter from Dr. Paul Goodwin of 
Bynum, Alabama, a civilian physician with the 
Army, who runs the dispensary at the Anniston 
Ordnance Depot. He suggests the possibility that 
physicians working in small industrial setups be 
permitted to visit larger industrial clinics for a 
week of observation and preceptor-type training. 
He also asks for bibliography in the field, and 
through the courtesy of Dr. C. F. Shook, one of the 
Academy’s members of the Joint Committee on 
Industrial Health of the Council on Industrial 
Health of the American Medical Association and 
the American Academy of General Practice, the 
following are suggested : 

The Principles and Practice of Industrial Medicine, 
by Fred J. Wampler, M.D. 

Essentials of Industrial Health, by C. O. Sapping- 
ton, M.D. 

Meducine in Industry, by Bernhard J. Stern, M.D. 

Occupational Medicine and Industrial Hygiene, by 
R. T. Johnstone, M.D. 

Introduction to Industrial Medicine, by T. L. Haz- 
lett, M.D. 

A pamphlet, “Employee Health Service in Small 
Plants,” published by the Metropolitan Life Insur- 
ance Company, also contains a wealth of material, 
including an eleven-point program. 

*‘An industrial dispensary should be under the 
direction of a licensed physician who has had previ- 
ous experience or postgraduate study in industrial 
medicine and is interested in it,” the pamphlet 
points out. “He should come into the plant regu- 
larly at a definite time and have an opportunity to 
become familiar with the plant processes, materials 
and possible hazards.” 

The ideal industrial health service goes far be- 


“An industrial health program 
means reduced compensation costs.” 


yond routine physical examinations and care and 
treatment of the immediate injury. It sets up a pro- 
gram of health counseling, follows up for correction 
of remediable defects, and assists in the rehabilita- 
tion of employees with physical handicaps. In addi- 
tion, the industrial physician confers with manage- 
ment so that he is constantly informed about plant 
processes, materials, working conditions, and prac- 
tices, and can recognize and recommend correction 
of situations possibly hazardous to the health and 
safety of the employee. The physician also directs 
the plant health education program and participates 
in a program of safety education; he shares in plant 
welfare activities by interpreting insurance and 
benefit plans, by counseling workers on health and 
welfare problems, by assisting in development of 
recreation programs, eating facilities, and other 
plant activities involving the health and welfare of 
employees; and by co-operating with community 
and health and welfare agencies. 

**The monetary value of an industrial health pro- 
gram,” concludes the pamphlet, “‘can be estimated 
in reduced compensation costs, less illness absence, 
less labor turnover, and improved quality of work. 
These are the result of early diagnosis and treat- 
ment, the prevention of complications, better place- 
ment, health promotion, closer supervision of ill- 
ness absence, and the control or elimination of 
health and safety hazards. Many employers believe 
that contentment and stability among employees 
and better industrial and community relations are 


equally important benefits of this type of program.” 
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R d it Hospirats and clinics, physicians and surgeons, more 
ecor 7 and more of them, are making photography routine. As a 
result, case histories are more accurate, more compre- 


“4 F with P hotog — hs hensive, less bulky; files are full of “‘live” material for 
in black and white, or color teaching, diagnosis, research, reference. 


Record it 


... with the 
Kodak Master View Camera 4 x 5 


Get top-quality medical photographs with this compact, 
lightweight view camera. Combines great structural 
rigidity with operating flexibility. Has revolving back, 
rising-falling front, horizontal and vertical swings. Wide 
choice of Ektar lenses—all color-corrected—all with 
glass-air surfaces Lumenized. List price—camera, car- 
rying case and one holder—$145. Lenses extra. 

For further information, see your photographic 
dealer or write: 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Complete line of Kodak Photographic Products for the 
Medical Profession includes: cameras and projectors— 
still- and motion-picture; film—full color and black-and- 
white (including infrared); papers; processing chemicals; 
microfilming equipment and microfilm. 


Serving medical progress through Photography and Radiography 
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A NEW MOSBY BOOK! 


Clinical Allerg 


with practical appeal for every one in medicine. 

The whole problem of the allergic patient with 
hay fever, bronchial asthma, urticaria, eczema, 
contact dermatitis, headache, and other manifes- 
tations is presented with a new method of ap- 
proach by which local and constitutional reac- 
tions may be avoided when the injection of 
various allergenic agents is necessary. Simplified 
methods of treatment of hay fever and the reac- 
tions to antibiotics which are commonly encoun- 
tered will be of particular interest to the general 
practitioner and the pediatrician. 

Five chapters are devoted to the specific prob- 
lems in allergy as related to infants and children. 
They concern the respiratory and gastrointestinal 
tracts, and the various dermatologic conditions 
of allergic origin. 


Name 


A complete presentation on general allergy— 


By FRENCH K. HANSEL, M.D., M.S., Director, Hansel Foundation for 
Education and Research in Allergy, Chief of Allergy Service, DePaul 
Hospital, St. Louis. 1005 pages, 86 illustrations (3 in color). Price, 


The C. V. MOSBY Company, 3207 Washington Blvd., St. Louis 3 Missouri. 


Hansel’s CLINICAL ALLERGY—$17.50 
__] Enclosed find check. 


One of the most marked advances in therapy— 
based upon the principle of the ‘‘small or opti- 
mum dosage’’—is presented forthe first time. This 
therapy is particularly helpful in the management 
of the problem of desensitization or immuniza- 
tion of the patient to pollens, house dust, miscel- 
laneous inhalants, pathogenic molds, vaccines 
and other agents. It has also been especially effec- 
tive in the use of the extracts of the pathogenic 
molds such as trichophyton, spidermophyton, 
and monilia. 

Allergic headache, migraine, and histaminic 
cephalalgia are now recognized as definite and 
distinct types and the newest therapy in their 
management is presented. Cardiovacular allergy 
is covered—especially as it is related to the use of 
tobacco. 


Please send me: 


(_] Charge my account. 


Address 
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Basic Principles of Cancer Practice. By Anderson Nettleship, 
M.D. Pp. 398. Price, $7.00. The Williams and Wilkins 
Company, Baltimore, 1952. 

In his new text designed for general practitioners, 
Dr. Nettleship catalogs what is new in treatment of the 
various forms of cancer, and outlines the procedure by 
which the clinician can arrive without delay at a pre- 
sumptive diagnosis. He presents a rational method of 
approach to every cancer case. The short, almost cryptic 
sentences point out procedures desired, with a mini- 
mum of extra reading material. A clear, concise, index 
aids in making this work a quick reference. 

One of the fine chapters is the ‘Clinical Pathological 
Behavior of Tumors,” which is a sound discussion of 
the theories of tumor growth and extension. One may 
reread this chapter with the same interest, several times. 

The printing and format of the volume are excellent. 

—Fount Ricuarpson, M.D. 


Pharmacology in Clinical Practice. By Harry Beckman, M.D. 
Pp. 839. 152 figures. Price, $12.50. W. B. Saunders 
Company, Philadelphia, 1952. 


Dr. Beckman’s book is unique among pharmacology 
textbooks in that it is written from the clinical point of 
view. Information about drugs is not presented as an 
end in itself; rather, drugs are grouped according to 
their therapeutic properties. This will doubtless prove 
disturbing to professional pharmacologists; indeed 
such a presentation might not be at all suitable for the 
student who proposes to do graduate work in pharma- 
cology and devote his life to this branch of medical 
science. 

The book is divided in two sections. The first and 
larger one is devoted to the pharmacologic aspects of 
most of the clinical problems arising in medicine. Each 
drug is discussed in a refreshingly orderly manner, and 
essential pharmacologic, as well as therapeutic, informa- 
tion is given in a clear and understandable style. Well- 
designed charts, graphs, and diagrams enhance the tex- 
tual material. 

The second section is a compendium of drugs. Here 
the author presents chemical and physical facts about 
the drugs discussed in Section I, lists their synonyms 
(even in cross-index), and gives a rather complete 
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representation of available preparations. This section 
should be of assistance to all practitioners, but it must 
be especially valuable to the student and to the recent 
graduate. 

It is a pleasure to recommend this really superior 
book to all practitioners who wish to know more about 
the drugs they use: not only the “how” but the “why.” 
One can wish that this text might also be adopted as 
the nucleus of pharmacology courses offered to pre- 
clinical students, where it would give meaning and 
direction to their studies. —Jesse D. Risinc, M.D. 


Advances in Medicine and Surgery. From the Graduate School 
of Medicine of the University of Pennsylvania. Pp. 441. 
Price, $8.00. W. B. Saunders Company, Philadelphia. 


At present, the medical world is observing the 
renaissance in general practice. The “horse-and- 
buggy” days of general practice are nonexistent. The 
general practitioner of today demands medical books 
and articles which are well integrated from the stand- 
point of basic sciences, scientific research, and thera- 
peutic and practical application. 

These requirements are fully met in this new book, 
as conceived by faculty members of the Graduate 
School of Medicine of the University of Pennsylvania. 

The authors of this book present ten symposia on 
the current and most discussed topics of today. Each 
subject is presented in a clear and precise manner, 
giving a detailed account of “why” and “how.” The fol- 
lowing are the topics discussed: 

1. The Present Status of Adrenal Cortical Hormones; 
2. The Role of Potassium in Health and Disease; 
3. Hypertension: Newer Aspects of Medical and 
Surgical Treatment; 4. Newer Concepts in Preoperative 
Evaluation and Preparation of Patients; 5. Thrombo- 
embolism; 6. Pulmonary Infections; 7. The Relief of 
Pain; 8. Current Status of the Cancer Problem; 9. Re- 
cent Developments in Viral Diseases; and 10. Func- 
tional Disorders. 

Aims C. McGuinness, Dean of the Graduate School 
of Medicine of the University of Pennsylvania, and 
Julius H. Comroe, Jr., M.D., Chairman of the Editorial 
Committee, are to be congratulated on their competent 
selection of the subject matter and choice of authors, 
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JUST PUBLISHED... 


Most Authoritative Book on VAGINAL 
DISEASES Available . . . Covering 
Every Aspect for Every Age Group 


Bernstine and Rakoff’s 
VAGINAL INFECTIONS, 


INFESTATIONS AND DISCHARGES 


By J. B. Bernstine, M. D. and A. E. Rakoff, M. D. 
Both of Jefferson Medical College, Philadelphia 


A New Work for General Practitioners and Specialists. In discussing vaginal disorders, 
the authors consider the incidence, etiology, pathology, clinical manifestations, diag- 
nosis, and treatment of conditions such as moniliasis, trichomoniasis, chancroid, and 
lymphogranuloma venereum. Chapters are included dealing with vaginitis due to 
physical and chemical agents. The authors’ approach is a strictly clinical one. They 
cover “normal” changes, as well as various abnormal alterations which may occur 
in the vagina and its flora during the neonatal period, childhood, adolescence, preg- 
nancy, and the menopause. The 100 illustrations include photographs and drawings 
of diagnostic procedures and methods of therapy, as well as photomicrographs of 
the causative organisms. [Illustrations on the histology and cytol- 

ogy of the vagina are particularly outstanding. 

415 Pages 


Ciba Foundation Books on ENDOCRINOLO 


Proceedings of the Conferences Held in London Under the Auspices of the 
CIBA FOUNDATION. Edited by G. E. W. Wolstenholme, O. B. E.,@ 
M. A., B. Ch. 


VOLUME I, “Steroid Hormones and Tumour Growth and Steroid 
Hormones and Enzymes” 

VOLUME II, “Steroid Metabolism and Estimation” covers estimation of 
steroids in body fluids and their excretory products and metabolic breakdown 
of steroids 

VOLUME III, “Hormones, Psychology And Behaviour and Steroid Hormone 
Administration” 

VOLUME IV, “Anterior Pituitary Secretion and Hormonal Influences in 
Water Metabolism” 


v 


THE BLAKISTON COMPANY, INC. 575 Madison Ave., New York 22. N.Y, 
105 Bond Street, Toronto 2, Canada 
Please send me: 


copies of VAGINAL INFECTIONS, Bernstine and Rakoff 

copies of Ciba Foundation’s ENDOCRINOLOGY VOLUME I 

copies of Ciba Foundation’s ENDOCRINOLOGY VOLUME 
____ copies of Ciba Foundation’s ENDOCRINOLOGY VOLUME III.. 

copies of Ciba Foundation’s ENDOCRINOLOGY VOLUME IV 
(] Check or M.O. Enclosed (_] Charge My Account 
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each of whom is an accepted authority in the medical 
world. 

The symposia on adrenal cortical hormones and the 
role of potassium in health and disease are outstanding. 

The authors were successful in clarifying the con- 
fused state attending the use and abuse of cortisone, 
hydro cortisone (Compound F), ACTH, and the role of 
potassium in the use of the above-mentioned drugs. 

In summarizing: this book is highly recommended 
to all physicians in general practice, both from an 
educational and practical aspect. 


—S. A. Gartan, M.D. 


A Synopsis of Neurology. By W. F. Tissington Tatlow, M.D., 
J. Amor Ardis, J. A. R. Bickford. Pp. 513. Price, $6.50. 
The Williams and Wilkins Company, Baltimore, 1952. 


This book should have its place within easy reach on 
the bookshelf of every general practitioner. In this book 
the authors give a well-worded description of the funda- 
mental pattern of the anatomy of nerves and their 
development. This ground work is so complete that 
anyone who has studied neurology has little difficulty 
in recalling to mind many things learned and not readily 
remembered. 

It is not only a skeletal presentation of this most 
exhaustive subject but when used as a reference readily 
suggests further reading if necessary. Every conceiv- 
able subject and function is outlined briefly and con- 
cisely. It would appear that not a single word contained 
in the book could be removed without affecting its 
completeness. 

To the reasonably well informed, it is sufficient to 
act as a complete refresher and a good guide to the 
diagnosis and differentiation of nerve disorders. I can 
unquestionably recommend that it be as much a part 
of the armamentarium of the student and practitioner 
as his dictionary or encyclopedia. 


—J. R. Fowzer, M.D. 


Sex After Forty. By S. A. Lewin, M.D. and John Gilmore, 
Ph.D. Pp. 188. Price, $3.50. Medical Research Press, 
New York, 1952. 


Although this book contains many inaccuracies, 
there is sufficient worth-while information in it to bene- 
fit the average nonmedically trained reader over 40. 
The book has an atlas of female and male pelvic ana- 
tomy in color which is well done, although somewhat 
too technical for the average layman. It also contains a 
glossary of medical terminology which is a very helpful 
innovation. 

The best part of the book is the chapter of case his- 
tories. The cases chosen exemplified the problems en- 
countered during the climacteric, and the results ob- 
tained with the proper treatment. 

An example of an inaccurate statement follows. ‘‘As 
the production of the sex hormones slows up, the other 
hormones become extremely active. The pituitary gland 
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tries to force activity by over-producing its sex-gland 
stimulating hormones (called gonadotrophic hormones). 
Since the gonads (sex glands) can no longer respond, 
it reacts on the other endocrine glands. The thyroid 
gland is over-stimulated. The person harboring all this 
activity becomes nervous from the excess of thyroid, 
his, (or her) heart beats too fast, she (or he) becomes 
tense and emotionally upset. Meanwhile, the adrenal 
gland is also working overtime. The excess of its hor- 
mones causes the body to store up water in the tissues, 
adding to the woes of the innocent victim by making 
her (or him) gain weight.” 

Most of the symptoms of the climacteric come from a 
disturbance of the autonomic system, and while one 
may theorize as to the cause of the climacteric symp- 
toms, I feel that such theories have no place in a book 
for the nonmedically trained person. 

I think the authors have succeeded in presenting 
much information that previously has not been avail- 
able in readable form. It is a book that can be recom- 
mended to “‘after 40” patients. 

—Aaron H. Hortanp, M.D. 


Physical Diagnosis. By Harry Walker, M.D., Pp. 461. 126 
illus. Price, $8.00. The C. V. Mosby Company, St. Louis, 
1952. 


A great number of treatises on physical diagnosis has 
appeared on the medical-book horizon. For the medical 
student a comprehensive study of physical diagnosis is 
most imperative. For the practicing physician repeated 
reviews of physical diagnosis problems are essential. 
Although physical diagnosis in everyday practice is so 
basic for good medical and surgical treatment results, it 
is probably safe to say that the average physician does 
not consider a physical diagnosis textbook alluring 
reading. 

Dr. Walker has definitely overcome this situation in 
bringing a fresh breeze into reading material of this 
type. Although his treatise is most systematic and easily 
deciphered, his style of presentation eliminates the 
shortcomings of boring reading. 

The following quotation from his foreword to the 
chapter on “Inspection” exemplifies just one of the 
important and valuable approaches he has made to 
physical diagnosis: “In the following pages reference 
to pathologic conditions of the various organs is made 
essentially to impress the observer with the importance 
of the observation under discussion and not as a cata- 
logue of all the ills to which the organ is susceptible.” 

This treatise is packed with nuggets of physical 
diagnosis information which merits the consideration 
of any physician regardless of his length of time in 
practice. This publication serves admirably not only as 
a textbook, but as an excellent reference manual. The 
arrangement is so well outlined that one can get to his 
desired point with minimal effort. 

No reviewer can do justice to Dr. Walker’s book 
without saying that he has presented the usual prob- 
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lems in physical diagnosis with simplicity, and the un- 
usual examinations are greatly clarified. This book will 
make a worth-while addition to any practicing physi- 
cian’s library. 

If one is looking for a comprehensive presentation of 
daily used medical information, in a style that is easy 
to read, yet comprehensive and complete, he can make 
no mistake in investing in this volume. 

Linpner, M.D. 


The Merck Index of Chemicals and Drugs. Pp. 1,167. Price, 
$8.00. Merck and Company, Rahway, New Jersey, 1952. 


After a lapse of over 12 years, Merck has come forth 
with a new edition of its Index. As its subtitle pro- 
claims, it is an encyclopedia of chemicals and drugs 
for the chemist, pharmacist, physician, and those in 
allied professions. 

Some 20,000 chemical compounds may be found list- 
ed in this lexicon, alphabetically arranged and cross 
indexed. Most of these drugs are defined by structural 
formula, use, side effects and, in some instances, pre- 
scribed dosage. A notable new feature in this edition is 
a table of radioactive isotopes along with a table of cur- 
rent medical uses for these elements and compounds. 

Such an extensive encyclopedia would find its greatest 
worth in the library of the pharmaceutical chemist or 
those engaged in medical research. In the opinion of 
this reviewer it would be of minimal practical value to 
the practicing general physician. 

—A. R. Marsicano, M.D. 


Correlative Cardiology: An Integration of Cardiac Function and the 
Management of Cardiac Disease. By Carl F. Shaffer, M.D. 
and Don W. Chapman, M.D. Pp. 525. Price, $9.50. 
W. B. Saunders Company, Philadelphia, 1952. 


This is a very interesting book and an unusual ex- 
periment in combining the experiences of clinical 
cardiology with electrocardiographic findings. It is a 
textbook on cardiology done in telegram style and a 
very good endeavor for its kind. The many illustrations 
are well chosen, easily understandable, and enlighten- 
ing. References at the end of each chapter make it easy 
for those interested in details to follow up the topic 
more thoroughly. 

One may disagree with the author on certain details, 
however. For instance, on page 239, as a digitalizing 
dose for Strophanthin or Ouabain, a dosage of 0.7 to 
1.0 mg. intravenously, is mentioned. Such a statement 
is extremely unwise in a textbook even though the table 
is only a quotation. On page 240 the statement that 
G-Strophanthin is obtained from Strophanthin kombe 
is erroneous. Furthermore, to put Strophanthin simply 
under the common heading of digitalis is misleading. 
The inadequate use of this important drug is in a large 
degree due to insufficient information. The author 
might have profited considerably from Dr. Bruno 
Kisch’s book on this subject. On page 203 it would have 
been advisable to mention the toxic goiter under the 
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etiology of auricular tachycardia, and not simply to in- 
clude it mentally under the heading of internal diseases. 
In spite of several such objections, however, the book 
will surely be of value to the general practitioner as well 
as to the medical student. —Srymour Fiske, M.D. 


Clark's Applied Pharmacology. Revised by Andrew Wilson, 
M.D. and H. O. Schild, M.D. Pp. 691. 120 Illus. 47 
Tables. Price, $7.00. 8th Ed. The Blakiston Company, 
Baltimore, 1952. 


In this eighth edition, Clark’s well-known textbook 
has been revised and brought up to date without sacri- 
ficing brevity. It is organized along the traditional lines 
of pharmacology texts, but has avoided the verbosity 
common to such books. The introductory chapters are 
well written, and cannot fail to be of value to serious 
practitioners as well as to beginning students of 
pharmacology. 

Drugs are grouped according to their physiologic 
activity, and are discussed in such detail and with such 
clarity that one can only marvel that the book has been 
kept to such modest size. This competent handling of 
the material indicates not only an exceptional grasp 
of the subject by the authors, but also a literary ability 
which is all too uncommon among scientific writers. 

American drug nomenclature is used along with the 
British; it is possible that this may occasionally confuse 
the beginning student. Charts, tables, and chemical 
formulae are well chosen to supplement the text, and 
are simple and easy to understand. Each chapter is 
followed by a listing of official preparations and a brief 
bibliography 

It is the reviewer’s opinion that this is the best of the 
current pharmacology texts written along traditional 
lines, and it is certainly the smallest and least expensive 
of such books. It can be recommended without reserva- 
tion for preclinical students of pharmacology, and 
should also be an excellent ready reference for the 
practitioner who is interested in the rationale behind 
his therapeutic problems. In the latter respect it is 
probably second only to Beckman’s new book which is 
written from a distinctly therapeutic and clinical point 
of view. —Jesse D. Risinc, M.D. 


Cardiography in General Practice. By Abraham I. Schaffer, 
M.D. Pp. 135. Price, $3.00. The Williams and Wilkins 
Company, Baltimore, 1952. 


To include, in a pocket-sized edition of 135 pages, 
the important things about electrocardiography, vec- 
torcardiography, and ballistocardiography is indeed a 
difficult problem. The author attempts to do so in such 
a way as to give the medical student and the general 
practitioner at least a general idea of the material. 
However, there is a tendency to oversimplification. 

As might be expected in a work of this nature, on the 
whole it is accurate but exception can be taken to a 
number of details. For instance, what Figure 21 presents 
as a typical right bundle branch block is rather an in- 
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or r Vaginal Tract Infections 


Vr In 
PROV ED IRICHOMONIASIS 
(Allantomide VAGINAL CREAM) MONILIASIS 


MIXED INFECTIONS 


AVC Improved is a 
time tested formula 
for the treatment 
and prophylaxis 
of vaginal tract 
infections. 


Because... 


AVC Improved re- 
establishes the nor- 
mal flora and the 
normal pH. 


Because... 

AVC Improved is indi- 
cated ina wide range of 
infections of the exo- 
cervix, vagina andvulva: 


Trichomoniasis 

Moniliasis 

© Specific and non- 
specific bacterial 
infections 

¢ Mixed infections. 


AVC Improved  sup- 

presses secondary in- IT WORKS!!! 

vaders... animportant Use your 
‘ most stubborn cases. The re- 

therapeutic goal. sults will please you, and 

your patients will be grateful. 


Formula: 9-Aminoacridine Hydrochloride 
0.2%, Sulfanilamide 15%, Allantoin 
2%, specially prepared buffered 
water-miscible base. 
Available: In 4 ounce tubes, with 
PHILADELPHIA 44, PENNSYLVANIA — or without applicator. 


‘More Thon Half a Century of Service to the Medical P SE Literature supplied on request. 


complete right bundle branch block of the Wilson type. 
There is a glossary which may be of value but here 
again exception may be strongly taken to some of the 
explanations. As an example, the definition of beat as 
a heart impulse is equivocal as also is the definition of 
electrodes. To define correctly is one of the hardest 
jobs in philology, and to define the positive electrode, 
for instance as ‘The one in a bipolar lead which is rela- 
tively positive when a positive deflection is inscribed” 
is both incomplete and misleading. 
—Seymour Fiske, M.D. 


Clinical Tropical Medicine. Edited by R. B. H. Gradwohl 
M.D., Luis Benitez Soto, M.D., and Oscar Felsenfield, 
M.D. Pp. 1,647. Price, $22.50. The C. V. Mosby Com- 
pany, St. Louis, 1951. 


Dr. Gradwohl as editor-in-chief with the assistance 
of Dr. Soto and Dr. Felsenfield, has compiled one of the 
most complete volumes on clinical tropical medicine 
that this reviewer has had an opportunity to observe. 

There are a total of fifty-seven contributors of out- 
standing men in tropical medicine from all over the 
world. An attempt to review the book completely would 
require pages and pages. It is sufficient to say that it is 
one of the most complete volumes on tropical medicine 
I have ever had the pleasure of reading. 

Most of the chapters are well written by the men that 
are outstanding in their particular field. The drawings 
are unique and are very illustrative of the important 


points of the pathology described. It has been brought 
completely up to date so far as diagnosis and treatment 
are concerned. The reviewer finds no criticism of any 
of the chapters pertaining to this fine book. 

While it will not be interesting for ordinary reading, 
it will certainly serve as an excellent textbook on tropi- 
cal diseases for general practitioners interested in that 
particular field. —J. P. Sanpers M.D. 


ALSO RECEIVED 


Although the editors attempt to publish as many reviews as 
possible, space will not permit the review of all books received 
from publishers. 


The Changing Years. What To Do About Menopause. By 
Madeline Gray. Pp. 224. Price, $2.75. Doubleday and 
Company, Garden City, New York, 1951. 


The Medical Clinics of North America. Symposium on Diagnosis 
in General Medicine. W. B. Saunders Company, Philadelphia, 
1951. 


Problems of Consciousness. Edited by Harold A. Abram- 
son, M.D. Pp. 178. Price, $3.25. The Josiah Macy, Jr., 
Foundation, New York, 1951. 


Roentgen Manifestations of Pancreatic Disease. By Maxwell 
Herbert Poppel, M.D. Pp. 389. Price, $10.50. Charles C 
Thomas, Springfield, IIl., 1951. 


“How odd! It tastes exactly like the medicine 
my husband has been taking the last ten years." 
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prolonged 
relief 

from 

nasal 
congestion 
within 

2 minutes 
with 

just 


—— 


2 drops 


= ® 
Pr hydrochloride 0.05 % 


BRAND OF NAPHAZOLINE HYDROCHLORIDE 


potent, prompt-acting 
Privine is a virtually 
nonirritating 

nasal vasoconstrictor 
which can be administered 
to children as well 

as adults. 


CUDA summit, N.J. 
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‘““PENTOTHAL Sodium 
anesthesia is becoming 


steadily better liked by 


patients, anesthesiologists- 


and surgeons. Its 
field of usefulness 


is broadening.” 


Whaat better recommendation for an anesthetic than it have the 
acceptance of all ¢hree? When you look for the reasons-why behind 
this statement, which is quoted from one of more than 1900 
clinical reports, you find... 
. . induction with PENTOTHAL Sodium is rapid, smooth and 
pleasant. The patient awakens as if from a dreamless sleep, usually 
2 without nausea or other postoperative complications. There is 
no fire or explosion hazard, the equipment is simple and easy 
to handle. 

In combination with inhalation, regional and local anes- 
thetics, many of the basic advantages of PENTOTHAL may still 
be made available to the patient. Dosage of other agents is 
proportionately reduced and unpleasant after-eftects minimized. 

Intravenous anesthesia with the Abbott-developed, ultra- 
short-acting barbiturate may be used for major or minor surgery, 


for induction alone or induction and mainte- 
nance. Abbott Laboratories, North Chicago, III. Obbott 


for intravenous anesthesia 
ad 


PENTOTHAL Sodium 


(Sterile Thiopental Sodium, Abbott) 


. 
—Ridley, R. W., & Lundy, J. S. (1949), 
Some Modern General Anesthesia Techniques, 
‘ Surg. Clin. North America, 29:1571, October. 
& 
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Academy Reports and News 


Cardiology 


Thursday Theme for Saint Louis Assembly 


Tue final morning program of the Fifth Annual 
Scientific Assembly should be one of the highlights 
of the entire week. For some reason Cardiology has 
been a neglected subject in previous Assembly pro- 
grams, so the Committee felt it was desirable to 
devote one entire session to it. Recognizing the 
impossibility of completely covering such a complex 
subject area in a half-day series of lectures, the 
Committee has carefully selected three specific sub- 
jects that will provide, for the morning session, a 
combination of review and new theories that should 
be particularly useful to the general practitioner. 

The first lecture, on ‘Medical Management of 
Cardiac Emergencies,” will be presented by Thomas 
M. Durant, M.D., Professor of Clinical Medicine 
at Temple University Medical School, Philadelphia. 
Dr. Durant will discuss three types of emergencies 
most frequently encountered by the general phy- 
sician: cardiac arrhythmias which are likely to re- 
sult in emergency situations; cardiogenic shock; 
and acute heart failure, including paroxysmal noc- 
turnal dysporoea and acute generalized heart fail- 
ure. He will review the pharmacologic considera- 
tions relative to use of narcotics, digitalis glycosides, 
quinidine, the synthetic amines, etc., in each of 
the three classifications, and will examine the value 
of other therapies, including oxygen and bloodless 
phlebotomy. 

At 9:30, Dr. Chauncey C. Maher, Associate Pro- 
fessor of Medicine at Northwestern University Medi- 
cal School, Chicago, will take the rostrum to discuss 
“Diagnosis of the Second and Third Myocardial 
Infarcts.” In review, Dr. Maher will analyze the 
general pattern of coronary artery disease which is 
the fundamental source of acute episodes of myo- 
cardial infarction—with a reminder that the first 
infarct, in the case of most patients, is earmarked 
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Dr. Thomas M. Durant (/e/t) is a dircctor of the American Heart 
Association and Associate Editor, American Journal of Medical 
Sciences. Dr. Chauncey C. Maher feaches at Northwestern and 
is author of a leading text on electrocardiography. 


both clinically and electrocardiographically. Dr. 
Maher will then go on to emphasize that a diagnosis 
of the second and third infarcts is not as readily 
established as the first one, for a variety of reasons 
which will be discussed in detail. He will pay special 
attention to the electrocardiographic aspects of the 
diagnosis. 

The lecture immediately following the morning 
recess is certain to open up new horizons in your 
thinking about blood pressure as a diagnostic yard- 
stick. Arthur M. Master, M.D., Associate Clinical 
Professor of Medicine, at College of Physicians and 
Surgeons, Columbia University, has conducted 
some extensive clinical research in the development 
of ‘New Definitions of Normal Blood Pressure and 
Hypertension.” In reporting his conclusions to us, 
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Formal Lecture Program—Fifth Annual Scientific Assembly 


Monday 


Tuesday 


Wednesday 


Thursday 


9:00 


9:30 
10:00 


10:00 
11:00 


11:00 
11:30 


12:00 


12:00 
1:30 


REGISTRATION 
BEGINS 9:00 


OPENING OF 
SCIENTIFIC AND 
TECHNICAL 
EXHIBITS 
9:00 


Opening of Program 
and Welcoming Speeches 


1:00 


The Physical 
Examination 


Lovis A. Kraus, M.D. 


Management of Thyroid 
Diseases 


Richard B. Catteil, M.D. 


Medical Management of 
Cardiac Emergencies 


Thomas Durant, M.D. 


Management of Common 
Eye Conditions 


J. Hewitt Judd, M.D. 


Bleeding Lesions of Colon 
and Rectum 


Robt. W. Bartlett, M.D. 


Diagnosis of 2nd and 3rd 
Myocardial infarcts 


Chauncey C. Maher, M.D. 


RECESS FOR EXHIBITS 


Cystoscopic Diagnosis 


Elmer Hess, M.D. 


Diagnosis and Treatment 
of Lung Tumors 


Cranston W. Holman, M.D. 


Diagnosis of Common 
Proctologic Lesions 


H. R. Reichman, M.D. 


Antibiotics in Surgery 


W. A. Altemeier, M.D. 


LUNCH 


1:30 
2:00 


Somatic Types in 
General Practice 


Howard L. Sprague, M.D. 


The G.P. and the 
Industrial Physician 


Earl F. Lutz, M.D. 


Bedside Estimation of 
Water and Electrolyte 
Balance 


Robert Elman, M.D. 


2:00 


Early Problems in 
Poliomyelitis 


Ralph Platou, M.D. 


Industrial Medicine in 
General Practice 


Gradie Rowntree, M.D. 


Useful Medications in 
Gastroenterology 


James L. A. Roth, M.D. 


2:30 
3:00 


Rheumatic Fever 
Problems in 
Childhood 


Arild E. Hansen, M.D. 


Some Quasi-Occupational 
Diseases 


C. D. Selby, M.D. 


Diagnosis, Treatment of 
Peripheral Vas. Diseases 


Meyer Naide, M.D. 


3:00 
4:00 


RECESS FOR EXHIBITS 


4:00 
4:30 


Acute Infections of 
the Pharynx 


Robert Godwin, M.D. 


Spinal Anesthesia 


L. F. Schumacher, Jr., M.D. 


New Antihistaminics 


David F. Marsh, M.D. 


4:30 
5:00 


Heart Disease in 
The First Year of Life 


Robert A. Lyon, M.D. 


Common Gyn. Problems 
in General Practice 


Walter J. Reich, M.D. 


Diagnostic Problems in 
Pernicious Anemia 


M. Pinson Neal, M.D. 


EVENING 


CONG. OF DELEGATES 
DINNER 


ANNUAL 
BANQUET 


Newly Estab. Ranges of 
Normal Blood Pressure, 
Hypertension 


Arthur M. Master, M.D. 


Diseases of Stress 


Harley E. Cluxton, M.D. 


ASSEMBLY 
CLOSES 12:00 
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he will undertake to dispel what he terms the “blood 
pressure phobia.” He will present evidence, based 
on studies of some 74,000 cases, that blood pressure 
normally increases in a significant manner with age 
and that people with “high” blood pressure may 
live out their normal life span without complica- 
tions related to their blood pressure. 

The final paper of the morning (and of the Fifth 
Annual Assembly) will be presented by Dr. Harley 
E. Cluxton, Jr., Associate in Medicine at North- 
western University Medical School and Director of 
the Northwestern Medical School Clinics. His topic 
will be “Diseases of Stress.” The term “stress” will 
be defined and the important diseases resulting from 
stress will be discussed. Treatment of these stress- 
induced disorders will be reviewed, with special 
emphasis on the use of cortisone and ACTH. This 
topic is not, of course, properly classified as cardio- 
logic. However, it is so important to the general 
physician concerned with new theories in medical 
practice, and Dr. Cluxton’s analysis will be so 
illuminating, the Committee made an extra effort 
to include it in this program. 


Dr. Arthur M. Master (left) is author of three books on cardiac 
and vascular disease. Dr. Harley E. Cluxton, Jr., a diplomate of 
the American Board of Internal Medicine, has contributed many 
articles to the medical literature. 


OFFICIAL CALL FOR THE ANNUAL MEETING 


Notice is hereby given of the Fifth Annual Scien- 
tific Assembly of the American Academy of General 
Practice to be held in the city of Saint Louis, March 
23 to 26, 1953, at Kiel Auditorium. 

Pursuant to Article V of the Constitution of the 
American Academy of General Practice, the regular 
annual meeting of its Congress of Delegates will be 
held on March 22, 1953 in the Statler Hotel at 10:00 
A.M. to receive and act upon the reports of officers 
and committees; to elect officers; and to transmit 
any and all other business that may be placed before 
the Congress of Delegates. 

The following amendments to the Constitution 
and By-Laws have been proposed and submitted to 
the Committee on Constitution and By-Laws which 
will present said proposed amendments with its 
recommendations for the consideration of the Con- 
gress of Delegates at the annual meeting: 


No. 1: Proposed Amendment to the By-Laws 


ResoiveD, That Section 2 of Chapter IX shall be 
amended by striking therefrom all of the third clause 
beginning on Line 10 and ending on Line 13 and 
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substituting in lieu thereof the following: ‘‘(3) ¢o co- 
operate with state chapters in the recording and en- 
forcement of postgraduate training requirements for 
continued membership in the Academy, and (4) to en- 
courage the enrollment of all qualified general practi- 
tioners in the Academy.” 


No. 2: Proposed Amendment to the By-Laws 


ResotveD, That Section 5 of Chapter IX of the 
By-Laws shall be amended by substituting a comma 
for the period at the end of said section on Line 15 
and adding thereto the following: ‘and (5) to evalu- 
ate the various types of postgraduate training as to 
their acceptability for fulfilling the requirements for 
continued membership, as provided in Section 3 of 
Chapter I of these By-Laws.” 


No. 3: Proposed Amendment to the By-Laws 


REsoLveD, That Section 8 of Chapter I of the By- 
Laws shall be and is hereby amended by striking 
therefrom the first sentence and substituting in lieu 
thereof the following: “Any member of this Academy 


i 

133 


in the, vast 


Oral Preparations for Anemia fie Id f 


*Armatinic Activated 
Capsulettes t h 
*Armatinic Special Capsulettes 


e 
*Armatinic Liquid 
*Crystamin® Forte Capsules i 
L.ILR.B.M. 
Liver Extract Solution U.S.P. I 
Liver and Yeast with Iron 


Tablets 


Crystalline Vitamin By2 For the best in hematinics, always remem- 
Injectables ber the name of The Armour Laboratories, 


——. bad a leader in the field of research devoted to 
*Crystamin® ‘120° 
*ceystamin® MM (2000 meg /c) the treatment of the anemias. The reality 
of research in The Armour Laboratories is 

evidenced by practice-proven products to 
Liver Injection Crude, U.S.P., 2 mcg. 


Liver Injection, U.S.P., 10 meg. assure optimal response in the anemias. 
Liver Injection, U.S.P., 20 meg. 
*Wew products of The Armour Laboratories Whenever antianemia agents are indicated 


... think of ARMOUR! 


Liver Injectables 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 


world - wide 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 


134 GP ¢ Volume Vil, Number 1 


| 
i 
. i 
i 
| 
| j 
H 
| 
4 
: 


who has ceased. the active practice of medicine, or who 
limits his practice to a specialty in such a manner as to 
be ineligible under the provisions of Section 2 of this 
chapter may, upon the recommendation of his state 
chapter, be elected by the Board of Directors to the 
classification of Sustaining Member.” 


No. 4: Proposed Amendment to the By-Laws 


ResotveD, That Section 3 of Chapter III of the 
By-Laws shall be amended by adding thereto the 
following sentence: ‘‘No person may hold membership 
in a constituent state chapter or component branch 
chapter unless he be likewise a member of the American 
Academy of General Practice except in the case of Hon- 
orary Members.” 


No. 5: Proposed Amendment to the By-Laws 


Resotvep, That Chapter IX of the By-Laws be 
amended by adding thereto a new section, to be 
numbered Section 9, and reading as follows: ‘* Sec. 9. 
Publication Committee: The Publication Committee 
shall be composed of three or more members of the 
Academy appointed by the Board of Directors for terms 
fixed by the Board. The treasurer will be ex officio a 
member of the committee. This committee shall super- 
vise all official publications of the Academy. A financial 
statement and auditors’ report on the official publica- 
tions of the Academy shall be included in the annual 
report of the Treasurer to the Congress of Delegates.” 


No. 6: Proposed Amendment to the By-Laws 


ResotveD, That Chapter IX of the By-Laws shall 
be amended by striking therefrom all of Section 7 
and substituting in lieu thereof the following: “* Sec. 
7. Finance Committee. The Finance Committee shall be 
composed of the Treasurer of the Academy as Chair- 
man and two or more members appointed by the Board 
of Directors. Except in case of death or resignation, no 
more than two members of the committee shall be re- 
placed in any one year. This committee shall supervise 
the keeping of the Academy's accounts, submit an an- 
nual budget for the approval of the Board of Directors, 
and arrange for an audit of the books annually by an 
approved public accountant.” 


No. 7: Proposed Amendment to the By-Laws 


ResotveD, That Section 6, Chapter I of the By- 
Laws shall be amended by adding after the first sen- 
tence, beginning on Line 6, the following sentence: 
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**State chapters may elect honorary members to this 
Academy provided that the number of honorary mem- 
bers so elected shall at no time exceed one honorary 
member for each twenty-five (25) active members in the 
state chapter.” 


No. 8: Proposed Amendment to the By-Laws 


ResotveD, That Section 8 of Chapter VI shall be 
amended by striking therefrom the second sentence 
thereof beginning on Line 8 and ending on Line 10, 
and substituting in lieu thereof the following: ‘‘Wo 
director shall be eligible for election to more than two 
consecutive terms,” and striking the period at the end 
of said section and inserting in lieu thereof a comma 
and adding the following: “and any such appoint- 
ment for an unexpired term of two years or more shall 
be considered a full term.” 


No. 9: Proposed Amendment to the By-Laws 


REsotveD, That Section 2 of Chapter IX of the 
By-Laws shall be amended by striking from the 
fourth line thereof the words “‘six (6) or more” and 
substituting in lieu thereof the word “nine (9),” and 
by adding, following the first sentence thereof, end- 
ing on Line 4, a new sentence reading as follows: 
‘One-third of such members shall be appointed an- 
nually for terms of three (3) years each, provided, how- 
ever, that the terms of members appointed to this com- 
mission prior to the enactment of this amendment shall 
remain effective.” 


No. 10: Proposed Amendment to the By-Laws 


ResotveD, That Section 3 of Chapter IX of the 
By-Laws shall be amended by striking from the third 
line thereof the words “‘stx (6) or more” and substi- 
tuting in lieu thereof the word “‘nine (9),” and by 
adding, following the first sentence thereof, ending 
on Line 4, a new sentence reading as follows: ‘‘One- 
third of such members shall be appointed annually for 
terms of three (3) years each, provided, however, that 
the terms of members appointed to this commission 
prior to the enactment of this amendment shall remain 
effective.” 


No. 11: Proposed Amendment to the By-Laws 


Resotvep, That Section 4 of Chapter IX of the 
By-Laws shall be amended by striking from the third 
line thereof the words “six (6) or more” and substi- 
tuting in lieu thereof the word “‘nine (9),” and by 


actions of Donnatal’s natural bella- 
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plus a full therapeutic quota of 
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deficiencies of important B vitamins. 
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adding, following the first sentence thereof, ending 
on Line 4, a new sentence reading as follows: ‘‘One- 
third of such members shall be appointed annually for 
terms of three (3) years each, provided, however, that 
the terms of members appointed to this commission 
prior to the enactment of this amendment shall remain 
effective.” 


No. 12: Proposed Amendment to the By-Laws 


ResotveD, That Section 5 of Chapter IX of the 
By-Laws shall be amended by striking from the third 
line thereof the words “six (6) or more” and substi- 
tuting in lieu thereof the word “nine (9),” and by 
adding, following the first sentence thereof, ending 
on Line 4, a new sentence reading as follows: ‘*One- 
third of such members shall be appointed annually for 
terms of three (3) years each, provided, however, that 
the terms of members appointed to this commission 
prior to the enactment of this amendment shall remain 
effective.” 


No. 13: Proposed Amendment to the By-Laws 


ResotveD ; That Section 6 of Chapter VIII of the 
By-Laws shall be amended by the addition of the 
following paragraph: “This regulation shall not ap- 
ply to any resolution arising in Assembly meeting de- 
scribed in Article V, Sections 1 and 3 of the Consti- 


tution.” 


No. 14: Proposed Amendment to the By-Laws 


ResotveD ; That Section 2 of Chapter VII of the 
By-Laws shall be amended by striking from the 
seventh line thereof the words “fifteen dollars 
($15.00)” and substituting in lieu thereof the fol- 
lowing: “an amount fixed by the Finance Committee.” 

All delegates are requested to present their cre- 
dentials to the Committee on Credentials in the 
Ballroom foyer of the Statler Hotel between the 
hours of 8:30 a.m. and 10:00 a.m. on Sunday, March 
22, 1953. Dr. J. S. DeTar, Speaker of the Congress 
of Delegates, will announce the Committee on Cre- 
dentials and the reference committees prior to the 
opening session of the Congress of Delegates. 

The opening session of the Annual Scientific As- 
sembly will convene at 1:00 p.m. on Monday, March 
23, 1953 in the Opera House of the Kiel Auditor- 
ium. Registration for delegates, members, guests, 
and their wives will take place at the Kiel Auditor- 
ium beginning at 8:30 a.m. on Monday, March 23. 

(Signed) Mac F. 
Executive Secretary 
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UNIVERSITY of PENNSYLVANIA 


GRADUATE STUDIES IN THE 


GRADUATE SCHOOL OF MEDICINE 


CLINICAL SPECIALTIES AND 


Eight Month Courses Beginning 


BASIC MEDICAL SCIENCES 


September 28, 1953 


Basic Medical Sciences 
Dermatology 
Gastroenterology 
Gynecology-Obstetrics 
Internal Medicine 
Neurology-Psychiatry 
Ophthalmology 


Orthopedics 
Otolaryngology 
Pediatrics 
Physical Medicine 
Radiology 
Surgery 

Urology 


Following completion of the above 
basic courses students may become can- 
didates for the degree of M.Sc. (Med.) 


For information on these and other courses address: 


The Dean, Graduate School of Medicine, Room 236 
University of Pennsylvania, Philadelphia 4, Pa. 


PERMANENT BINDING FOR YOUR GP COPIES 


The desire to preserve the issues of GP for 


permanent reference has brought an increasing 
number of inquiries from subscribers for advice as 
to where they can have this binding done. As a 
result of some extensive investigation, we feel 


that the most satisfactory and economical results 
can be obtained by selecting a capable bindery, 
specializing in this type of work, which will follow 
our specifications and produce an attractive, well- 
bound book, at a reasonable price. 


We are pleased to announce that PABS (Pub- 
lishers Authorized Binding Service), 308 West 
Randolph Street, Chicago 6, Illinois, has been 
selected as offering this type of service. They will 
bind six issues of any volume in the best grade of 
washable “GP Blue” buckram, with gold stamping 
on the spine and the subscriber’s name in gold on 
the front cover. The cost is $3.60 per volume. 
Send the six issues to Chicago, express or parcel 
post prepaid, with check or money order payable 
to PABS. The bound volume will be returned, 
transportation prepaid, by the bindery. 
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DR. EDWARD J. McCORMICK—A PROFILE 


BY CLEO NORRIS 


Tue day after the national election he sounded like 
a happy man. In his words, he “‘felt swell.” This 
happy Democrat was Dr. Edward J. McCormick of 
Toledo, Ohio, president-elect of the American 
Medical Association. 

Declaring himself a registered Democrat who has 
made more Republican speeches than any Republi- 
can in the United States, McCormick took up the 
torch for Dwight D. Eisenhower upon his nomina- 
tion in Chicago. 

Now he is looking forward to January 20 when 
the General becomes president. After twenty 
years, the doctor feels “we'll be rid of some of those 
who have been camping on the trail of medicine.” 
He left no doubt that he was thinking notably of 
Oscar Ewing and Harry Truman. 

You wouldn’t have to know Dr. McCormick well 
to sense that he’s Irish through and through. The 
doctor—not a big man—is 5 feet 7% inches tall. He 
admits his weight is 168 pounds. Putting his Irish 
wit forward, he explains that in polite conversation 
he might be termed of stout build. His suit builders 
and tailors tell him that he’s stout, but they have 
an eye on his waistline, he thinks. 

A sports lover, during his college days the young 
Irishman engaged in many sports, including basket- 
ball, baseball, and football. 

He modestly admits he was formerly something 
of a golf player. Dr. McCormick is still very fond of 
sports and takes every opportunity to see good foot- 
ball and baseball games either on the field or on 
television. 

“I never miss an outstanding baseball or football 
game, or boxing match if it is possible for me to 
attend,” the doctor added. 

In recent years most of his spare time has been 
devoted to medical organization work, speeches, 
and preparation of scientific papers. A firm sup- 
porter of the general practitioner, he delivered a 
much publicized paper on general practice at a 
Protestant Hospital Association meeting a few 
years ago. 

A graduate of St. Louis University in 1915, he 
served an internship and surgical residency just in 
time to get into the first world war. He advanced 
from lieutenant to major in the medical corps and 
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Edward J. McCormick, M.D. 


was awarded the Military Cross by the British Gov- 
ernment. For almost two years he was attached to 
the British Expeditionary Forces as an American 
officer. Later he was recalled and assigned to the 
surgical service at Walter Reed Hospital. 

Since World War I, Dr. McCormick has prac- 
ticed in Toledo, holding chief posts at St. Vincent’s 
and Maumee Valley hospitals. From this point iis 
activities, honors, and accomplishments read like a 
Who’s Who. He is honored in Who’s Who in America 
and his affiliations—medical, social, honorary, and 
civic—fill half a column. A briefing of this myriad 
list brings out the doctor’s interest in Boy Scout 
work, Chamber of Commerce, and BPO Elks, be- 
sides the many outstanding roles he has played and 
is playing in the medical field. 

A member of the World Medical Association, Dr. 
McCormick has served as a delegate from this 
country to various international health organiza- 
tions. Many years of service in the American Medi- 
cal Association culminated in the honor of being 
named president-elect of that organization. He will 
take office this year during the annual convention. 

The McCormicks have three sons and three 
daughters. The oldest boy, an attorney, recently 


& 
i 
139 


don’t experiment in 


More than 10 years of research, plus 


experience of practice in thousands of 


cases, are combined to bring your hyper- 


tensive patients the best therapeutic 


benefits of Veratrum viride when you 


prescribe Veratrite®. 


These benefits are (1) prolonged fall in 
both systolic and diastolic blood 


pressure without postural hypo- 


tension; (2) improved circulation 


to vital organs; (3) effective con- 


trol of patients through years of 


sustained therapy; (4) complete 


safety with simplicity and economy 


of administration. 


Each tabule contains: 
Whole-powdered Veratrum Viride 

(Irwin-Neisler) . . . 40 C.S.R.* Units 
Sodium Nitrite............ 1 grain 
Phenobarbital........... Y grain 
*Carotid Sinus Reflex 


Veratrite 


IRWIN, NEISLER & COMPANY e¢ DECATUR, ILLINOIS 
Keseauh lo Sewe Your Fraciice 


GP ¢ Volume Vil, Number 1 


you 
4 
| 
: 
4 
ibe | 


received an award as “Outstanding Young Man in 
Toledo.” The second son will be ordained a Jesuit 
in June, and the youngest son is a premedical stu- 
dent at the University of Notre Dame. Their daugh- 
ters, all college graduates, are a trio of pride too. 
The eldest is married and has two children; the 
second is a secretary at the Toledo Blue Cross; and 
the third daughter is teaching in the Toledo Public 
Schools. 

With an eye on the coming months which will 
find him at the helm of the A.M.A., the Toledo 
doctor’s opinion is that socialized medicine is by no 
means a dead issue. He hopes no one—especially 
no doctors—will get the idea that medicine is out 
of danger as far as attack and threat of socialization 
are concerned. 

Just because the Co-ordinating Committee of the 
American Medical Association has been disbanded 
for the time being, there is no feeling in the A.M.A. 
headquarters that the danger is over, he warns. The 
election outcome has put a rosy touch on the future, 
though, and Dr. McCormick believes this new ad- 
ministration will make life “much easier for every- 
body in medicine.” 


GP Quiz Answers 


Questions appear on pages 82-83. 
Question No. Answer 


1. (2) GP July, page 43. 
(4) GP July, page 55. 

3 (4) GP July, page 80. 

4. (5) GP July, page 82. 

S. (2) GP August, page 29. 

6 (3) GP August, page 59. 

7 (3) GP August, page 62. 

8 (5) GP August, page 78. 


9. (1) GP August, page 81. 
10. (3) GP September, page 41. 
ai. (2) GP September, page 76. 
12. (2) GP September, page 44. 
13. (1) GP September, page 70. 
14. (3) GP October, page 44. 
15. (1) GP October, page 67. 
16. (1) GP October, page 80. 
17. (3) GP November, page 74. 
18. (1) GP November, page 79. 
19. (3) GP November, page 88. 
20. (5) GP November, page 90. 
21. (4) GP December, page 77. 
22. (2) GP December, page 48. 
23. (3) GP December, page 88. 


GP e January, 1953 


The way to 
a man’s heart 
is through 


his stomach 


... ifhe takes a digitalis prepara- 
tion—because such medication 
is usually taken by mouth. 

Accordingly, the suitability of 
a digitalis preparation for the 
vast majority of patients must 
be measured in terms of its efhi- 
ciency in reaching the heart by 
way of the stomach. 

Digitoxin is the only digitalis 
material that can be depended 
upon to produce effects with 
precision when administered 
orally. A dose by mouth pro- 
duces the same effect as if it 
were given by vein. None of its 
activity is lost through imper- 
fect utilization. 

When you prescribe Purodi- 
gin, the only variable is the indi- 
vidual requirementof the patient. 

PuRopIGIN is crystalline digi- 
toxin ... the only digitalis mate- 
rial that gives you strict control 
over the intensity of its action 
when you give it by mouth. 


PURODIGIN 


CRYSTALLINE DIGITOXIN 
WYETH 


Wjeth 
® 


| 


ELIXIR 
BUTISOL 
SODIUM 


Its bright, green color and re- 
freshing flavor appeal to all; an 
excellent prescription vehicle. 
Clinical samples on request. 


COUNCIL OW 
DHARMALY 
CHEMISTRY 


DOSAGE FORMS: 
Elixir Butisol Sodium, 0.2 Gm. (3 gr.) per 30 cc. 
(1 fi. oz.), green. 
© Tablets, 16 mg. (% gr.), lavender 
© Tablets, 30 mg. (34 gr.), sreen 
© Tablets, 50 mg. (% gr.), orange 
OQ Tablets, 0.1 Gm. (134 gr.), pink 
Gi Capsules, 0.1 Gm. (134 gr.), lavender. 


: 
| 
‘4 
1 
4 
it 


Fay 


Particularly useful in cases where mild, relatively prolonged sedation is desired is the 


Nervousness 


In outlining the clinical management of the patient with fatigue and nervousness, 
Wilbur' states: 


“Symptomatic treatment of exhausted and nervous persons may be 
extremely helpful . . . It reassures the patient, gives him a more hope- 
ful outlook, strengthens his confidence in the physician and conse- 
quently simplifies psychotherapy. 


*““Sedatives are the most useful drugs in treatment . . .” 


Small doses of sedatives, states this author, used during the day and to obtain sleep at 
night ‘“‘can change the whole symptomatic complexion of a nervous patient.”” Except in 
severely psychoneurotic persons, he has not found that psychologic dependence on 
barbiturates becomes common. 


‘intermediate’ sedation provided by Butisol Sodium. The rapidity and duration of Butisol 
Sodium’s action is intermediate between the fast-acting derivative, pentobarbital, and the 
longer-acting barbital and phenobarbital.” 

For daytime sedation—to allay nervous tension and anxiety——Butisol Sodium is especially 
helpful. With proper regulation of dosage there is no cumulative action and a minimum 
of lethargy and “‘hangover.” 


LABORATORIES, INC. 32, PENNSYLVANIA 


1. Wilbur, D. L.: Clinical Management of the Patient 
with Fatigue and Nervousness, J.A.M.A. 14/:1199- 
1204 (Dec. 24) 1949. 

2. New & Nonofficial Remedies, Council on Pharmacy 
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Kymograph record 
shows normal contrac- | 
tions of rabbit jejunum in 
100 ce. Tyrode’s solution. 
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Adding 0.5 cc. of EMETROL f ® 
immediately reduces rate 
and amplitude of muscle 


contractions. 


«controls epidemic vomiting 


physiologically 


EMETROL (Phosphorated Carbohydrate 
Solution ) permits effective physiologic 
control of functional nausea and vomit- 
ing—without recourse to drugs. 
: ' Thus EMETROL can be given safely—by 
D] Replacing EMETROL with | teaspoonfuls to children, tablespoonfuls 


)] fresh Tyrode's solution } to adults—every 15 minutes until vomit- 
causes resumption of nor- 
ing ceases. 


mal contractions. 
IMPORTANT: EMETROL is always 
given undiluted. No fluids of any kind 
} With 1.0 cc. of EMETROL, should be taken for at least 15 minutes 


after taking EMETROL. 


INDICATIONS: Nausea and vomiting 
resulting from functional disturbances, 
acute infectious gastroenteritis or intes- 
tinal “flu,” pregnancy, motion sickness, 
and administration of drugs or 
anesthesia. 
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Program Announced for Annual State Officers Conference at Assembly 


Drs. Williamson, McLarty Featured 
On Conference Program in St. Louis 


Tue Annual State Officers Conference will convene 
March 21 in the Ballroom of the Statler Hotel 
in St. Louis under the chairmanship of Dr. S. 
A. Garlan of New York City. Assisting him will be 
the conference secretary, Dr. Earl D. McCallister of 
Columbus, Ohio. 

The program has been arranged so that two 
Academy members, outstanding in the field of gen- 
eral practice training, Dr. Paul Williamson of the 
University of Tennessee and Dr. E. Sinks McLarty 
of the University of Texas, can present talks on 
general practice education at their respective 
schools. 

Dr. Williamson will show a film on the Depart- 
ment of General Practice at the University of 
Tennessee and narrate the details. Dr. McLarty will 
discuss preceptorships, especially at the University 
of Texas. 

Following the welcoming address by Dr. William 
B. Hildebrand, chairman of the Board of Directors, 
a panel, moderated by Academy executive secre- 
tary, Mac F. Cahal, will discuss state publications. 
Dr. Arthur N. Jay of Indianapolis, Ind., Dr. H. 
Marchmont-Robinson of Chicago, Dr. Raymond S. 
McKeeby of New York, Dr. J. W. Fons of Mil- 
waukee, Wis., and William Rogers, California chap- 
ter’s executive secretary, will be panel participants. 
There will be a display of all state publications. 

The panel on membership will be moderated by 
Dr. James D. Murphy of Ft. Worth, Tex. Appearing 
on this panel will be E. B. Dressler, A.A.G.P. field 
assistant, Drs. Donald E. Nelson of Safford, Ariz., 
Daniel Beltz of Los Angeles, William M. Sproul of 


Conference speaker, Dr. E. Sinks McLarty of Gal- 
veston, Tex., will discuss preceptorships in Texas. 


Dr. S. A. Garlan of New York City, 
chairman of the State Officers Confer- 
ence, will preside in the Ballroom. 


Dr. Earl D. McCallister of Columbus, Ohio, Con- 
ference secretary, has charge of roll call. 


Dr. Paul Williamson of Memphis will narrate a film on 
general practice work at the University of Tennessee. 
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This Sunday dinner in the Daniel Boone Room of the Statler Hotel in St. Louis preceded an extensive Assembly program-planning 
meeting. Left to right, starting at lower left, are Dr. Charles Martin, Dr. Robert C. McElvain, Mr. Charles Nyberg, Miss Clare 
Sennott, Miss Cleo Norris, Dr. Preston Hall, Dr. Charles Metz, Dr. Oscar E. Williamson, Mrs. Charles Shepherd, Dr. William 
B. Hildebrand, Dr. R. B. Robins, Mr. Mac F. Cahal, Miss Helen Cobb, Mr. Greer Hermetet, Dr. Charles Jost, Mr. E. B. Dressler, 


Mr. William McVay, and Mr. Fred Rein. 


Des Moines, Ia., Keith P. Smith of Corbin, Ky., R. 
Adelaide Draper of Dorchester, Mass., George H. 
Lemon of Toledo, Anthony T. Merski of Erie, Pa., 
John O. Boyd of Roanoke, Va., and Merrill Shaw of 
Seattle, Wash. 

Mr. Dressler will also introduce the national 
headquarters staff and show lantern slides portray- 
ing activities at headquarters. 

The Professional Men’s Insurance Agency, ad- 
ministrators of the A.A.G.P. Group Plan, will give a 
cocktail party for the state officers preceding the 
officers’ dinner. 

Dr. R. B. Robins, Academy president, will be 
toastmaster at the dinner. He will introduce all na- 
tional officers. One of the highlights of the evening 
will be the presentation of awards for outstanding 
accomplishments in A.A.G.P. membership. Dr. 
Murland Rigby, chairman of the Commission on 
Membership and Credentials, will make the pre- 
sentations to the honored chapters. As a finale to 
the evening, the Wyeth Tele-Clinic of the Atlantic 
City Assembly will be shown. 


Added Banquet-Night Festivities 
Planned for Assembly in St. Louis 


THE BANQUET, which is always the social highlight 
of the Academy’s scientific assemblies, will have an 
added attraction this year. Plans for dancing after- 
ward were approved at a November 16 meeting in 
St. Louis. 

President R. B. Robins of Camden, Ark., and Dr. 
William B. Hildebrand of Menasha, Wis., chairman 


of the Board of Directors, joined the St. Louis Local 
Arrangements Committee and members of the A.A. 
G.P. Headquarters staff from Kansas City at this 
meeting which was held in the Statler Hotel. 

This, the second joint session of the two groups, 
tied up loose ends on plans for the Assembly. Dr. 
Charles Martin of St. Louis, chairman of the Local 
Arrangements Committee, presided. Drs. Hilde- 
brand and Robins gave short messages of greeting. 
Mr. Mac F. Cahal outlined the Assembly procedure 
and duties of each of his staff members. Representa- 
tives from the various subcommittees reported on 
the progress being made. 

Of primary interest was the decision to have 
dancing following the banquet. Dancing would per- 
mit a larger number to take part in the banquet 
evening festivities, the group felt, since dinner 
tickets will be available for only 1,000 persons. The 
dinner will be held in the Gold Room of the Hotel 
Jefferson and dancing will begin after that in the 
adjoining Ivory Room. 

Mr. Cahal explained that other special activities 
and general headquarters would be at the Statler 
Hotel instead of the Jefferson as announced earlier. 

Dr. and Mrs. Norton J. Eversoll, who head the 
Banquet and Ladies’ Entertainment committees, re- 
spectively, were attending the Southern Medical 
Association meeting in Miami, Fla., and were 
unable to attend the joint session of the planning 
groups. 

Dr. Oscar Williamson, a member of the Banquet 
Committee, reported for Dr. Eversoll, and Mrs. 
Charles Shepherd, who is in charge of the ladies’ 
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luncheon and fashion show, attended for Mrs. 
Eversoll. 

Dr. Charles Jost, chairman of the Hospitality 
Committee, Dr. Preston Hall, chairman of the Reg- 
istration Committee, and Dr. Charles Metz, chair- 
man of the Committee on Scientific Exhibits, dis- 
cussed their duties. Dr. Robert C. McElvain of St. 
Louis, a past master at convention planning, and 
Mr. Fred Rein from the St. Louis Convention 


Bureau were special guests. 


Hospitals Can Restore Family Doctor 
To Key Post in Medicine—Dr. Baehr 


Makinc the family doctor again the “key figure in 
medical practice” is one of the hospitals’ respon- 
sibilities, Dr. George Baehr of Columbia Univer- 
sity Medical School told Jewish leaders in con- 
nection with their plans for building a $16,000,000 
Jewish Medical Center in Baltimore. 

An exponent of the general practitioner, Dr. 
Baehr emphasized: 

“It is the duty of our hospitals to produce them 
and then to provide them throughout the remainder 
of their lives with a permanent hospital relation- 
ship so that they may enjoy its continuing edu- 
cational advantage and daily exposure to those 
ideals of medical practice which our hospitals 
exemplify.” 

Stressing the importance of the family doctor to 
the public, he said: 

"More than ever before, the public is in urgent 
need of family doctors who possess professional 
competence and an idealistic devotion to the medi- 
cal problems of family life and human behavior. 

“The rise of specialization is persuading young 
physicians to desert the important field of family 
practice for the greater economic and professional 
rewards of specialty practice.” 


AAGP Views Invited at Council Meeting 
Of American Medical Colleges Association 


Tue problem of interesting and training more 
students for careers as family doctors is working 
itself out very rapidly through the individual action 
of each school, in the opinion of the deans of seven 
universities’ medical schools who make up the ex- 
ecutive council of the Association of American 
Medical Colleges. 

At the executive council’s November 7 meeting 
in Colorado Springs, the A.A.G.P. was represented 
by Dr. Merrill Shaw of Seattle, Wash., chairman 
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Norton John Eversoll, M.D., refiring presi- 
dent of the St. Louis chapter of the A.A.G.P., 
ts chairman of the Subcommittee on the Ban- 
quet to be held during the Assembly in March. 


of the Commission on Education; Dr. William J. 
Shaw of Fayette, Mo., member of the commission; 
and Charles E. Nyberg of Kansas City, executive 
assistant from the Headquarters’ office. 

Other guests included Dr. Donald Anderson, 
secretary of the A.M.A.’s Council on Medical 
Education and Hospitals, and Dr. John Grant, 
assistant director of the Rockefeller Foundation. 

All of the Council members attended as well as 
the three ex officio members, Dr. John B. Youmans, 
treasurer of the Association of American Medical 
Colleges; Dr. Dean F. Smiley, secretary and editor, 
and Dr. John M. Stalnaker, director of studies. 

Dr. Shaw explained the Academy’s desire to 
encourage more general practitioners to assist in 
teaching by preparing themselves for such func- 
tions. He stated the A.A.G.P. Commission felt 
that more qualified general practitioners would 
participate in teaching if: 

1. General practitioners have recognition in fac- 
ulty standing. 

2: General practitioners have an administrative 
unit in the faculty organization which will outline 
and supervise the functions, qualifications, duties, 
and responsibilities of its members. 

Most of the deans did not see how the estab- 
lishment of a department of general practice 
would assist in reaching the objective. 

Dr. Joseph Hinsey of Cornell, one of the Council 
members, stated that the Association of American 
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Medical Colleges did not desire to establish any 
one program or organizational structure for the 
schools, but rather allow each school to develop 
its own program to improve its teaching. Each 
school must develop its own methods to teach stu- 
dents to be interested in patients as people. 

Dr. Ward Darley of Colorado University, another 
council member, pointed out that it was not the 
school’s function to try to direct a student toward 
either specialization or general practice. 

The consensus of the deans was that progress 
in the field of training for general practice was 
very good, that the A.A.G.P. had contributed 
greatly to this progress, and that the Academy’s 
major effort should continue to be in the post- 
graduate field where it is doing a unique and ex- 
cellent job. 

The Academy representatives were invited by 
the executive council to present the Academy’s 
views on undergraduate programs for training for 
general practice upon the recommendation of Dr. 
Smiley who attended an A.A.G.P. Commission 
on Education meeting last year. 


AAGP Board of Directors Authorizes 
“Abstracts” of St. Louis Assembly 


Wirx orders still coming in for the 1952 “Ab- 
stracts,” the A.A.G.P. Board of Directors an- 
nounces that it has authorized the publication of 


A. R. Marsicano, M.D., of Columbus, 
Ohio, editor of “Abstracts” for 1952. 
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Abstracts” for the 1953 Assembly in St. Louis, 
Missouri. 

The editor for the 1953 edition will be named 
later to succeed Dr. A. R. Marsicano of Columbus, 
Ohio, who has served in that capacity the past 
year. Much of the credit for the popularity of 
**Abstracts” is laid at Dr. Marsicano’s door. He 
and Dr. T. E. Rardin, the assistant editor, worked 
constantly to make the book bigger and better. 
There are still a few copies available for doctors 
who have not yet ordered, according to an an- 
nouncement from the Headquarters’ office in Kan- 
sas City. 

Because of the continued effort to make “Ab- 
stracts” better each year, the price of the 1953 edi- 
tion will be $5. This is necessary to cover printing 
costs. It again will give a digest of essential informa- 
tion from the Assembly’s scientific program in 
book form and be profusely illustrated with charts, 
diagrams, and even entire scientific exhibits which 
are correlated with a lecture. 

This is the third year for such an undertaking. 
The first year the publication was known as “*Pro- 
gram Notes.” In 1952 it was changed to “Abstracts” 
and that name has been selected for the new volume. 


Down-to-earth Medical Topics on Radio 
Broadcast Series by Seattle Physicians 


SEATTLE general practitioners, medical educators, 
and specialists approached the problem of bettering 
public relations and public education recently 
through a broadcast series of programs given in the 
language of the layman. 

The success of the four-program series which has 
now ended is attributed to eye-catching titles of 
topics which the public could understand, out- 
standing speakers demonstrating close co-operation 
between family doctors, specialists, and medical 
educators, and the civic support which made the 
series possible. 

Dr. Merrill Shaw, chairman of the Academy’s 
Education Commission and president-elect of King 
County (Washington) Medical Society, participated 
in the series’ opener, ““What To Do When Johnny 
Is Hurt.” Others on this program were Dr. Walter 
B. Seelye, head of the department of pediatrics at 
the University of Washington School of Medicine, 
Dr. Vernon W. Spickard, a pediatrician, and Dr. 
James Bingham, an internist, chairman of the 
series’ arrangements. 

In the half-hour program, these physicians of- 
fered specific suggestions about preventing poison- 
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ing, falls, choking, burns, fires, and drowning. Dr. 
Shaw emphasized the importance of parents dis- 
tinguishing between injuries that require a doctor’s 
attention and those that do not. 

All of the physicians declined fees for their serv- 
ices in presenting the series to the public. 

Other program topics included, “Is It Catch- 
ing?” and “Have You a Henry Aldrich in Your 
Home?” These program titles rated well with the 
public. 

Radio Station KOMO co-operated with the .ing 
County Medical Society and the Washington Uni- 
versity School of Medicine in working out the 
series. The city and county P.T.A., the family life 
department of the Seattle Public Schools, and Cath- 
olic Mothers’ clubs all supported the programs. 

The public relations angle registered good re- 
sults in Seattle. The program series helped to com- 
bat the feeling that doctors, as operators of hospital 
and office production lines, are too busy to show 
interest in their neighbors and community affairs. 


Seattle Times’ Special Medical Section 
Selects Family Doctor, AAGP for Top Stories 


A BANNER headline, “Your Family Doctor—Serving 
You,” and the lead front-page story spotlighted 
the family doctor and the American Academy of 
General Practice in the Seattle (Washington) Times’ 
recent special eight-page medical section. 

The story gave the background on how the 
family doctor faded from the key position in the 
medical world with the upsurge of specialists. But 
the trend toward specialization gave way when the 
patients themselves realized that what they needed 
most was their own family doctor, a beloved friend 
and wise counselor. 

With this realization, the story then points out 
the activities of the A.A.G.P. in again helping the 
general practitioner to come back into his own. 
The story was gathered through an interview with 
one of the Academy’s Board members, Dr. Merrill 
Shaw of Seattle. 

Dr. Shaw told of the Academy’s program which 
is to provide Americans with a plentiful supply of 
**personal physicians.” 

The story relates that the group felt personal 
physicians should know not only what technical 
and scientific advances are available but also when 
they should be applied even though the application 
is not within their own ability. Dr. Shaw said such 
knowledge makes a doctor’s services both sound 
and economical for the patient. 


GP « January, 1953 


Grass roots language caught the public’s attention in Seattle's 
recent medical broadcast series. “What To Do When Johnny 
Is Hurt” was discussed by the Academy’s Dr. Merrill Shaw 
(left to right), Dr. Walter B. Seelye, educator from the Uni- 
versity of Washington, Dr. Vernon W. Spickard, a pedia- 
trician, and the program series’ chairman, Dr. James Bingham. 


“And so the Academy embarked on a program 
that is unusual in the annals of American medicine. 
First it put a premium upon membership in the 
organization. To qualify a doctor must do far more 
then graduate from a medical school and build up 
a practice. He must take time away from his prac- 
tice for continuation study in medical courses to 
the tune of 150 hours every three years—or he 
will be dropped from membership. In other words, 
he cannot acquire a lifetime membership except by 
continuously keeping up with a study program 
all his life,” the article stated. 

Another Academy member, Dr. Loren G. Shroat, 
chairman of the A.A.G.P.’s program for Home 
Study Postgraduate Courses, also shared the lime- 
light in the medical section. Dr. Shroat, in criti- 
cizing Oscar Ewing and the entire Federal welfare 
department, declared that free enterprise in medi- 
cine is the only way to preserve the personal rela- 
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tionship needed between the patient and his doctor. 
The other stories in the special section dealt 
with Seattle’s medical progress, its public relations 
programs, and the role played by others in medi- 
cine there. 

It’s been only about twenty years since special 
medical sections appeared in newspapers. The first, 
which was printed in 1932 by the Wichita (Kansas) 
Beacon, was started by the executive secretary of 
the A.A.G.P., Mac F. Cahal. 


DeTar Tells Manitoba Family Doctors 
Merits and Objectives of the Academy 


Tue problems which a general practitioner con- 
fronts are counterbalanced by the feeling of freedom 
in being one’s own boss, the feeling of respect from 
his patient’s and community, and the feeling of 
satisfaction from doing a big job, Dr. J. S. DeTar of 
Milan, Mich., told his audience at a meeting of the 
General Practitioners’ Association recently in Mani- 
toba, Canada. 

He suggested that it is well for a physician to 
look at himself as others see him. He quoted a ma- 
tron who said she had “her obstetrician and gyne- 
cologist who refused to recognize her above the 
waist, her nose-and-throat man who refused to rec- 
ognize her below the neck, and an army of medical 
specialists.” However, she decided to heed the ad- 
vice of the medical profession and get a complete 
physical examination. She looked for a family doc- 
tor, but instead of a lovable human physician she 
found herself on a medical production line with the 
doctor’s assistants doing the work. 

Dr. DeTar went on to explain that the woman 
finally found the family doctor that she wanted. 
Luckily, good family doctors are available all over 
the country, he pointed out, and the A.A.G.P. is 
working hard to swell this number. 

“Ten years ago, only a small percentage of the 
graduating classes of our medical schools indicated 
any interest in general practice,” the Academy’s 
Speaker of the Congress of Delegates said. ‘This 
year many medical schools report that over 50 per 
cent of the senior class indicates preference for 
general practice. What is the reason? Perhaps it is 
that the specialties are filling up; perhaps it is sim- 
ply the action of the law of supply and demand.” 

Dr. DeTar pointed out that at least the organiza- 
tion of the American Academy of General Practice 
was the outgrowth of the sentiment that the inter- 
ests of general practice should be protected. 

**A high quality of medical practice is our first 


GP e January, 1953 


4. S. DeTar, M.D. 


ideal,” he said. . . . “Last year we had to drop more 
than 1,000 members for failure to maintain educa- 
tional standards. Each year the gain in new mem- 
bers is greater than the loss of those disqualified, 
and each year the distinction of membership is 
enhanced by this adherence to standards.” 

He pointed out that the 50 hours of formal post- 
graduate credit averages only one hour a week. For 
men in outlying areas, telephone hook-up systems 
are carrying postgraduate education to them. In 
Canada several physicians belong to state chapters 
across the international line, while many New York 
State physicians attend postgraduate courses given 
by the medical faculty in Kingston, Ontario. Mem- 
bership in the A.A.G.P. is open to all Canadian 
general practitioners. 

The second primary purpose of the A.A.G.P. is 
to encourage and assist young men and women in 
preparing, qualifying, and establishing themselves 
in the general practice of medicine, Dr. DeTar 
stated. 

**Nineteen medical schools in the United States 
now have preceptorship programs, in which the stu- 
dent spends from two weeks to three months with a 
preceptor general practitioner—observing and as- 
sisting him in his daily routine. Six medical schools 
are developing general practice clinics.” 

The third objective of the Academy is to preserve 
the right of the general practitioner to engage in 
medical and surgical procedures for which he is 
qualified by training and experience. 

**Some sincere medical men honestly believe that 


; 


any surgeon who does not hold a board certifica- 
tion is not qualified and should not be permitted to 
use a scalpel,” Dr. DeTar told his audience. 

**Some hospitals have limited the general practi- 
tioner to simple medical cases, normal obstetrics, 
with no surgical privileges of any type. Some hos- 
pitals totally and completely exclude general prac- 
titioners in spite of the precepts laid down by the 
A.M.A. that deplore such exclusion.” 

Dr. DeTar cited the following example. 

**Down in Miami two years ago the Mercy Hospi- 
tal was being built. The Board announced that no 
general practitioners would be on the staff. The 
County A.A.G.P. protested, to no avail. So the gen- 
eral practitioners started to tell their patients about 
the problem. Before long, several hundred Miami 
citizens, who had contributed to the building of the 
hospital, had protested. The strategy worked. A 
general practice section was formed. When the hos- 
pital opened a year ago in April, there were 140 
general practitioners on the staff and they were 
represented on the Executive Committee of the hos- 
pital.” 

The Milan, Michigan doctor further pointed out 
that the Academy has worked steadily to get hos- 
pital staff membership for every general practition- 
er, and should have a department of general prac- 
tice in every large hospital. 

*We believe that general practitioners should 
have privileges in all specialty departments in pro- 
portion to their individual training and experience 
in the specific specialty concerned, each physician 
to be granted such privileges after proving his capa- 
bilities to the satisfaction of the specialty staff.” 
He pointed out that the Academy has developed 


CALIFORNIA ACADEMY OF GENERAL PRACTICE 


NOTICE OF POSTGRADUATE STUDY REQUIREMENTS FOR 1953 


Dear Meaber: 
Your 1952 POSTGPADNATF STIMY RUPOPT FORM has been carefully 

shown below allowed. If you believe you should be asetrned additional credit you have 30 
days in which to appeal this dccision. Note the number of hours of work that you should 


Sohn Sones, Md 


Addee se — 


reviewsd ani the hours 


= complete this year. Courses which will be 
accepted towards fulfilling this requirezent are 
listed in CALTFOPNI* ACADTMY MONTEIY. 


20 


Porm "Bb" Completed by the State quarters on receipt of form "A" 


DAME 


OF Exact POSTGPADIARS STUDY FTPORT FORM 
1953 Please OF hours that you havé spe: attending ary of the courses 


listed bolow and Phong -- tag form within 10 days. 


ational (16 hrs. mex. allowed) 
| State Sefeatirio 


pbly.C.A.G.P, (iS bre, mx allowed). 


| Any course given 
(state of course and dates taken) 
Other courses given by approved teaching Inwtititions: 


Tastitutes 


—— 


TOTAL NBT OF HOM S 


Porn "4" te be completed by each member in January each year 


a ‘Manual on General Practice Departments in Hos- 
pitals” to guide in establishing such departments. 

“Over 35 per cent of all the general hospitals in 
the United States now have a department of general 
practice, and in over 70 per cent of these, the de- 
partment is set up in accordance with the Manual. 
In an even larger number, 80 per cent, privileges in 
the specialty departments are accorded to general 
practitioners who qualify.” 


California Chapter Has Plan for Keeping 
Individual Postgraduate Study Records 


Tue California chapter of the Academy has in- 
augurated its new plan for evaluating postgradu- 
ate medical studies and keeping each member’s 
record in its state office, Dr. Murland F. Rigby, 
chairman of the A.A.G.P. Commission on Member- 
ship and Credentials, announces. 

The plan was introduced to members of the 
Commission at the Atlantic City meeting, and the 
Commission recommended that the California chap- 
ter place the system in operation and report on 
the results after ample time for a thorough trial. 

This California plan is unique in two ways. It 
is the first state chapter to take over the duties of 
keeping each member’s record of attendance at 
formal postgraduate courses. It has set up a 20- 
hour formal postgraduate study credit allotment 
per year as the annual requirement, making a total 
of 60 hours’ formal study over a three-year period, 
instead of the minimum of 50 hours as required in 
the A.A.G.P. Constitution and By-laws. 

Members are requested to report only on post- 
graduate education already accepted for credit. 


This is a reproduction of a notice of postgraduate 
study requirements for 1953 used by the California 
chapter. It is divided into Forms A and B. The top 
half is Form B and this is completed by the state 
headquarters’ staff on receipt of Form A (the bottom 
half) from the member. 

In boxes left to right are the number of hours the 
doctor should have completed last year; number he 
has been given credit for having completed last year; 
new additional hours required for 1953; and total 
hours he should complete during 1953. 

Form A lists the meetings and school courses which 
are acceptable for formal credit and space for the 
docter to mark those which he attended. This form is 
to be completed by members in January each year. 
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No “Belladonna 


CTIONAL G.I. SPASM 


More and more published clinical studies continue 
to prove that BENTYL provides effective relief from 
pain, cramps, and general discomfort due to func- 
tional G.I. spasm... without ‘belladonna backfire.”’ 


SAFE, DOUBLE-SPASMOLYSIS 


Another prodvet of research by 


{Merrell 


Prescriptic: for 125 yours 
Hew York © CINCINNATI « St. Themes, Ont, 


Trade-mark ‘‘Bentyl’’ Hydrochloride 


Each capsule or teaspoonful syrup contains: DOSAGE: 
10 mg. Adults—2 capsules or 2 teaspoonfuls syrup 3 times daily, 
when sedation is desired before or after meals. If necessary repeat dose at bedtime. 
 : 10 mg. In Infant Colic—% to 1 teaspoonful syrup 3 times daily 


WITH PHENOBARBITAL. .... 15 mg. before feeding. 
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Isn’t this too often the missing fourth 
im peptic ulcer therapy? 


KOLANTYL INCLUDES THE IMPORTANT 4th FACTOR 


1. A SUPERIOR ANTACID COMBINATION (magnesium oxide and aluminum hydroxide, 
also a specific antipeptic) . 


2. A SUPERIOR DEMULCENT (methylcellulose, a synthetic mucin) . 


3. A SUPERIOR ANTISPASMODIC (BENTYL Hydrochloride) which provides direct 
smooth muscle and parasympathetic depressant qualities without “belladonna 
backfire.” 


4. INACTIVATION OF LYSOZYME—Laboratory research and clinical studies!-? indicate 
that lysozyme plays an important role as one of the etiologic agents of peptic ulcer. 
By inhibiting or inactivating lysozyme with sodium lauryl sulfate, KOLANTYL 
includes the important 4th factor toward more complete control of peptic ulcer. 


DOSAGE: 2 Kolantyl tablets or 2 to 4 teaspoonfuls of 
Kolantyl Gel every 3 hours as needed for relief. 


1. Hufford, A. R., Rev. of Gastroenterology, 18:588, 1951 
2. Miller, B. N., J. So. Carolina M. A., 48:1, 1952 


TRADE-MARKS “‘KOLANTYL,” “BENTYL” 
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The chapter has six forms which facilitate the 
procedure of keeping these records. There is a 
letter which is sent to all members notifying them 
of re-election to membership or of being dropped. 

A second form is the notice of postgraduate 
study requirements for 1953 (see page 154) 
which gives each member a tabulation on how he 
stands with his requirements. The chapter also 
has a special form for an application for a certificate 
of acceptance on a course, and there is the certifi- 
cate of acceptance. To help other chapters who 
may wish to initiate a similar plan, the California 
group has a sample form of record control which is 
available. There are also follow-up letters to mem- 
bers who are delinquent in their requirements. 

Considering the amount of bookkeeping, the 
Commission feels it would be necessary for chap- 
ters to have an executive secretary and special 
personnel before they could adopt this plan. 


Medical News in Small Doses: 


Dr. Wiuam B. Hitpesranp of Menasha, Wis., 
chairman of the A.A.G.P. Board of Directors, has 
been appointed to the Committee on Hospital Re- 
lations of the Wisconsin State Medical Society. . . . 
Academy members made sizeable contributions to 
the Southern Medical Association program held in 
Miami, Fla., November 11-14. Dr. Paul A. Davis of 
Akron, Ohio, addressed the section on industrial 
medicine. Others listed on the program were Dr. 
D. G. Miller of Morgantown, Ky., Dr. John G. 
Bender of Winston-Salem, N. C., and Dr. Richard 
A. Mills of Ft. Lauderdale, Fla. Officers of the gen- 
eral practice section are Dr. Fount Richardson of 
Fayetteville, Ark., chairman; Dr. W. W. Sackett of 
Miami, vice-chairman; and Dr. Stanley A. Hill of 
Corinth, Miss., secretary, all Academy members. . . . 
With Oklahoma physicians leading the way, an 
election-day holiday for doctors proved popular in 
many states. Academy members played an impor- 
tant role in the “get out and vote” campaign. Dr. 
Frank T. Linz, secretary-treasurer of the Florida 
chapter, introduced the resolution at a meeting of 
the Hillsborough County Medical Association. Not 
only were members to close their offices on election 
day, but they were to refrain from scheduling elec- 
tive surgery at the hospitals on this day. Dr. Mal- 
com E. Phelps of El Reno, Okla., head of the 
movement in the A.A.G.P., hopes all doctors will 
agree to an election-day holiday by the time 1956 
rolls around. ... At a recent scientific meeting of 
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Will You Plan Co Attend? 


Academy Chapter meeting and postgradu- 


ate 


courses as well as other medical meet- 


ings in which general practioners will have 
an interest, will appear here monthly as a 
calendar of events. 


Jan. 


Jan. 


8. University of Michigan Medical School, Clini- 
cal Internal Medicine course each Thursday 
through April 16, Ann Arbor. 


12-14. University of Arkansas School of Medicine, 
Postgraduate course on surgery, Little Rock. 


. 14. Massachusetts Medical Society et al, course 


on jaundice, Boston. 


. 14-15. Wayne County (Michigan) chapter, Clinical 


Geriatrics, Wayne County General Hospital, Eloise, 
Mich. 


. 18. Southwestern Ohio Society General Physi- 


cians and University of Cincinnati College of 
Medicine, seminar on Rectal Diseases in Gener- 
al Practice, Medical School Auditorium, Cin- 
cinnati. 


. 19-23. University of Kansas School of Medicine, 


postgraduate course on surgery, Kansas City, 
Kansas. 


. 21. Massachusetts Medical Society et al, course 


on Infectious Diseases and Chemotherapy, 
Boston. 


. 21-22. Alabama Chapter, annual meeting, Medi- 


cal College Auditorium, Birmingham, Ala. 


. 21-22. Wayne County (Michigan) chapter, Clinical 


Geriatrics, Wayne County General Hospital, Eloise, 
Mich. 


. 21-24. University of Michigan Medical School, 


review course on obstetrics, Ann Arbor. 


. 28. Massachusetts Medical Society et ol, course 


on Recognition of Early Cancer in Office Prace 
tice. 


. 28-29. Wayne County (Michigan) chapter, Clinical 


Geriatrics, Wayne County General Hospital, Eloise, 
Mich. 


. 2-5. University of California School of Medicine, 


Course on Cardiovascular Diseases, Univer- 
sity Hospital, San Francisco. 


. 6-8. University of California School of Medicine 


et al, seminar on pulmonary functions, Uni- 
versity Hospital, San Francisco. 


Feb. 16-17. Oklahoma chapter, annual meeting, Bilt- 


more Hotel, Oklahoma City. 


Mar. 23-26. A.A.G.P., Fifth Annual Scientific Assem- 


bly, Kiel Auditorium, St. Louis, Mo. 
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ROUND THE CLOCK PROTECTION 


Dainite Tablets provide day and night protection for the asthmatic 

patient, with almost complete absence of side-effects.’ In a series 
D AY i ae of 100 patients with bronchial asthma and pulmonary emphysema 
receiving Dainite Tablets on arising and retiring, only 2 patients 
noted nausea’ despite the daily, full therapeutic dose of amino- 
phylline. Marked objective improvement of respiratory function, 


Each Dainite Day Tablet contains: 
Sodium Pentobarbital.... Y% gr. 


Aminophylline.......... 
Ephedrine with significant relief of wheezing, dyspnea and cough, has been 
Ye gr. observed.” 


Aluminum Hydroxide. . ..2¥2 gr. 


DAINITE (Irwin-Neisler) provides a night and day difference in 
treatment that meets the requirements of the active and the resting 
patient. The use of antinausea factors safely permits a more effec- 
tive, prolonged dosage of aminophylline than previously available 
in asthmatic preparations. 


Supplied as the DAINITE UNIT containing 48 Day Tablets and 18 


NITE 


Nite Tablets in a unique dispensing unit . . . at prescription phar- 
a Ma or macies everywhere. Average Dose: One Dainite (Day) Tablet t.i.d. 
Sodium Pentobarbital.._ Yr a before meals; one Dainite (Nite) Tablet at 10 P.M. 
Aminophylline.......... 4 gr. 1. J.A.M.A. 147:730-737 (Oct. 20) 1951. Literature and detailed dosage 
Benzocaine............ Ya gr. information on request. 


Aluminum Hydroxide... .2¥ gr. 
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the Nebraska chapter in North Platte, the two 
speakers, Dr. John Kleyla and Dr. Julius B. Chris- 
tensen of Omaha, donated their fees to the A.A.G.P. 
Building Fund. ... Dr. Albert E. Ritt of St. Paul 
became editor of M.D., publication of the Minnesota 
chapter, in November. Dr. Ritt was the originator of 
M.D. and has taken an active interest in it since it 
began last year. ... At the 80th annual meeting of 
American Public Health Association and meetings 
of related organizations in Cleveland recently, Dr. 
J. S. DeTar of Milan, Mich., spoke before a session 
of the Association of State and Provincial Health 
Authorities. His topic was “The General Practi- 
tioner in Tax-Supported Medical Care Programs”. 
. .. Five hours of formal postgraduate study credit 


were allowed by the Delaware chapter for members 
attending the endocrine lectures held November 1 
in Wilmington. ... The 19th annual meeting of 
the American College of Chest Physicians will be 
held at New York City May 28-31. Physicians who 
wish to present papers at the meeting should submit 
titles and abstracts to Dr. Arthur M. Olsen, chair- 
man of the Committee on Scientific Program, Mayo 
Clinic, Rochester, Minn. ... The Journal of the 
American Medical Association warns against pro- 
longed use of estrogen creams. It quotes two San 
Francisco doctors as stating that continuous absorp- 
tion by older women of small amounts of estrogens 
over a long period of time, may affect the female 
organs. 


Joint Commission on Accreditation of Hospitals Takes Over 


BY STANLEY R. TRUMAN, M. D. 
Member of Joint Commission on Hospital Accreditation 


Memsers of the American Academy of General 
Practice have awaited with eager impatience the 
launching of the Joint Commission on the Accredi- 
tation of Hospitals. This is a co-operative enter- 
prise jointly supported by the American College 
of Physicians, the American College of Surgeons, 
the American Hospital Association, the American 
Medical Association, and the Canadian Medical 
Association. The American College of Surgeons 
has bowed out of the hospital accreditation pro- 
gram and the Joint Commission has taken over. 
The official ceremonies of this transfer took place 
in Chicago, December 6, 1952. The new organi- 
zation and the new program will allow for partici- 
pation of all doctors, not only the surgical group, 
in the hospital standardization and approval pro- 


gram. Furthermore, through the inclusion of the — 


American Hospital Association there will be par- 
ticipation of those two extremely interested groups, 
the hospital trustees and the hospital adminis- 
trators. With everyone working on the same team 
and pulling together the ultimate objective of all 
of us, better care for the patient, should be attained. 

So far the Joint Commission on Accreditation 
of Hospitals has accomplished the first steps of 
organization. They have employed an executive 
secretary. It was necessary to obtain someone who 
was a doctor and yet who had had experience with 
hospital administration. They acquired a man emi- 
nently fitted for this position, Dr. Edwin L. Crosby, 
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who was formerly administrator at Johns Hopkins 
Hospital, Baltimore. Space and offices have been 
acquired and fitted at 660 North Rush Street, 
Chicago 11, Illinois. 

The American College of Surgeons was able to 
put three inspectors in the field. The Joint Com- 
mission will have approximately nineteen. A course 
for orientation of these inspectors was held the 
week of November 17-26. Emphasis was laid on 
good relations with the medical staffs. As Dr. Crosby 
wrote in a recent letter: 

“The Commission and its member organizations 
are going to have problems, but I think not serious 
ones. . . . The fact remains that the most important 
element in hospital care is the medical staff. It is 
there that we must develop a good understanding 
so as to elevate the standards of medical care in 
the United States.” 

In time the Joint Commission will establish 
standards for hospital accreditation. For the time 
being the Board of Directors has unanimously ac- 
cepted the 1951 revision of the “Manual of Hos- 
pital Accreditation,” published by the American 
College of Surgeons. This manual is only six pages 
long and is probably argued about more often and 
more vehemently than any other pamphlet pub- 
lished in the United States and has probably been 
misunderstood, misquoted, and less read than any 
other. Copies of this manual on hospital accredita- 
tion can be secured from the office of the Joint 
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1953 Post- Assembly Meeting in Mexico City 


. Condensed Itineraries 


All Arrangements by Lee Kirkland Travel, Kansas City, 
Missouri. 

Itinerary One. Via C & S—Pan AMERICAN AIR- 
ways. All-expense—$399.00 ea. 


Friday, March 27: At 11:00 a.m. depart St. Louis 
via air. After brief stop at Houston, arrive Mexico 
City 7:00 p.m. 


Saturday, March 28: Motor tour by limousine of 
Mexico City, Pyramids, and Shrine of Guadalupe. 


Sunday, March 29: Motor via limousine to 
Xochimilco ‘Floating Gardens.” Return to Mexico 
City to attend Bull Fights. 


Monday, March 30: Open day. 


Tuesday, March 31: Motor across Continental 
Divide past Popocatepetl and Iztaccihuatl to Cholula 
and Puebla. 


Wednesday, April 1: Scientific meeting with 
Confederacion Medico de Mexico. Dinner party at 
El Patio. 


Thursday and Friday, April 2 and 3: Motor trip 
to Cuernavaca and Taxco, stopping at Hacienda 
Vista Hermosa. Night of 2nd at Taxco. Return to 
Mexico City the 3rd via Toluca, Native Market. 


Saturday, April 4: En route home. 


Itinerary Two. Via Special Train. All expense, 
from $369.38 ea. 


Lee Kirkland Travel 
1231 Baltimore Avenue 
Kansas City 5, Missouri 


Please reserve accommodations for my party of ( ). We 
desire Itinerary # with Extension . If rail, please state 
choice of Lower, Roomette, Bedroom, Compartment, or Drawing 


Room. 


Attached is my check in the amount of ($ ) representing 
deposit of $50.00 on each reservation, which is to be applied 


on total cost. 


Thursday, March 26: Leave St. Louis at 5:30 
P.M. 


Friday and Saturday, March 27 and 28: En route 
Mexico City, traveling through Texas and Old 


Mexico. 


Sunday, March 29: Arrive Mexico City. Motor 
via limousine to Xochimilco ‘Floating Gardens.” 
Return to Mexico City to attend Bull Fights. 


Monday, March 30: Motor tour by limousine ot 
Mexico City, Pyramids, and Shrine of Guadalupe. 


Tuesday, March 31: Motor across Continental 
Divide past Popocatepetl and Iztaccihuatl to 
Cholula and Puebla. 


Wednesday, April 1: Scientific Meeting with 
Confederacion Medico de Mexico. Dinner at El 
Patio. 


Thursday and Friday, April 2 and 3: Motor trip 
to Cuernavaca and Taxco, stop at Hacienda Vista 
Hermosa. Night of 2nd at Taxco, returning to 
Mexico City via Toluca, Native Market. 


Saturday and Sunday, April 4 and 5: En route 


home. 


Monday, April 6: Arrive St. Louis—Chicago. 


All-Expense Extensions 


Extension A: 3 days to Garci Crespo, Orizaba, 
Cordoba, and Fortin. 


Extension B: 3 days in Acapulco. 


Extension C: 6 days in Guatemala City and Chichi 
castenango. 


Combination A and B: 6 days in Garci Crespo, 
Orizaba, Cordoba, Fortin, and Acapulco. 
Extension A $ 62.50 ea. 
Extension B 77.50 ea. 
Extension C 195.00 ea. 
Combination A and B 134.50 ea. 
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Commission. Before any doctor takes any action 
or makes any decision or voices any opinion about 
problems of hospital or staff administration or 
standards, he should acquire and read a copy of 
this manual. 

Dr. Crosby, the director of the Joint Commission, 
and the members of the Joint Commission Board 
of Directors are anxious to join with the members 


INTERNATIONAL CONGRESS 
OF GENERAL PRACTICE 


TO MEET IN MEXICO CITY 


ARRANGEMENTS are now being completed for the 
First International Congress of General Practice 
scheduled to open in Mexico City on April 1. The 
Academy, in conjunction with the Academia Na- 
cional de Medicina de Mexico, is planning a one-day 
clinical meeting to encourage closer understanding 
and an exchange of scientific method and ideas with 
our colleagues across the border. 

Academy members who have added the post- 
Assembly tour of Mexico to their convention cal- 
endars will be able to take advantage of this unusual 
opportunity to expand their medical perspective. 
Dr. Fount Richardson, Fayetteville, Ark., is in 
charge of the scientific program. 

The Social Security Building, one of the most 
modern structures in Mexico City, has been tenta- 
tively named as the site for the gathering of Acad- 
emy members and Mexican physicians. The pro- 
gram, including a full transcript of the proceedings, 
will be printed in both Spanish and English in order 
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of the American Academy of General Practice in 
maintaining the highest possible standards of hos- 
pital practice in the United States. They, also, will 
welcome the Academy’s co-operation. Therefore, 
if members of the Academy have ideas, opinions, 
or questions regarding hospital standards, they 
should consider it an obligation to direct them to 
Dr. Crosby at any time. 


to minimize the language barrier. A registration fee 
of $25 will be charged U.S. physicians attending the 
meeting. This fee will entitle registrants to attend 
the meetings and receive a copy of the proceedings. 

After the close of scientific sessions those in at- 
tendance will reassemble that evening at the hotel 
Del Prado for a banquet climaxing the joint meeting. 

Sightseeing, shopping, and relaxing, however, 
will also occupy a portion of your time in Mexico. 
Whether your interest in Mexico centers around the 
monuments of ancient civilizations, quaint pottery 
and silver markets, Popocatepetl, or the color and 
excitement of the bull fights, you will find that your 
preference has already been included in the tour. 
Detailed information about the trip and travel ar- 
rangements are available from the Lee Herkland 
Travel Agency, 1231 Baltimore St., Kansas City 6. 
Full information concerning the scientific meeting 
will be sent from Academy headquarters later to all 
members signing up for the trip. 
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RECOMMENDED READING ON 


BUTAZOLIDIN 
ARTHRITIS 


and allied disorders 
new... synthetic... 
non-hormonal... 


orally effective 


The remarkable clinical effectiveness of BuTAZOLIDIN in 
producing striking relief of pain, coupled with functional 
improvement, is the subject of recent authoritative reports. 


Journal of the American Medical Journal of the American Medical 
Association 149:729 (June 21) 1952. Association 150:1087 (Nov. 15) 1952. 
Kuzell, W. C., and others: Phenylbutazone Steinbrocker, O., and others: Phenylbutazone 
(Butazolidin®) in Rheumatoid Therapy of Arthritis and Other Painful 
Arthritis and Gout. Musculoskeletal Disorders. 
Gout: “... 25 of the 48 gouty Osteoarthritis: In 63 per cent “...there 
patients experienced a complete was improvement of functional 
remission in 48 hours or less.” capacity ranging from slight to 
complete, with striking enhancement 
of coordinated movements. . . .” 


Journal of the American Medical Bulletin on Rheumatic Diseases 
Association 150:1084 (Nov. 15) 1952. 3:23, 1952. 
Stephens, C. A. L., Jr., and others: Kuzell, W. C.: Phenylbutazone 
Benefits and Toxicity of Phenylbutazone (Butazolidin®). 
(Butazolidin®) in Rheumatoid Arthritis, Rheumatoid arthritis: “Its use is 
Spondylitis: “Of the 32 patients followed by substantial relief of 

--- 29 patients (80%) showed 3 to 4 symptoms in about 80 per cent of 

plus subjective improvement.” patients with rheumatoid arthritis.” 
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from the clinical research 


department of Geigy Pharmaceuticals — 


INTERIM CLINICAL REPORT 


ON 


AN INTERIM REPORT on mz 


FOR RELIEF OF 


ARTHRITIS AND ALLIED DISORDERS 


BUTAZOLIDIN 


REPORT FROM THE CLINIC AD RESEARCH DEPARTMENT 


OF GEIGY PHARMACEUTICALS 


First of a series, the Interim Clinical Report on 
BUTAZOLIDIN summarizes and analyzes 

the literature on this important new agent. 
Mailed recently to the medical profession, 
additional copies are available on request. 


Scien of aaiatly all forms of arthritis. In most i 
ns it produces relief of pain in approximately 75 per 
ses and measurable functional po 
elat on to its high degree of effectiveness I TAZOL 
tively low toxicity. However, to obtain optimal results wi 
imal risk of side reactions 


GEIGY PHARMACEUTICALS 


ely Division of Geigy Company, Inc., 


220 Church Street, New York 13, N.Y. 
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NEWS FROM THE STATE CHAPTERS 


From all points of view, the California chapter re- 
ports its November scientific meeting was highly 
successful, especially in the registration field. The 
total count reached 2,003, including 1,300 doctors, 
as compared with the last year’s meeting total of 
1,156. This fourth annual scientific meeting in Cali- 
fornia was the first convention to be held in the 
Hotel Statler at Los Angeles. 

Dr. Merlin Newkirk of South Gate is the new 
president-elect and Dr. Joseph Telford of San Diego 
was elected speaker of the chapter’s congress of 
delegates. The new vice-speaker is Dr. Charles 
Preuss of Santa Barbara. Dr. Francis Hodges and 
Dr. John Walsh are delegates to the A.A.G.P. 
Assembly in St. Louis. 

Twenty-five scientific papers were presented at 
the meeting and there were 73 technical exhibitors. 
Dr. Telford presided as master of ceremonies at the 
annual banquet. A group of movieland’s entertain- 
ers participated in the program which was high- 
lighted by the presentation of a specia' award to 
Jean Hersholt who has played the role of the famed 
Dr. Christian for the past 16 years. 

Dr. Edwin Connors of Bridgeport, Conn., was 
installed as president of the Connecticut chapter at 
its annual meeting in Wallingford. About 100 doc- 
tors and their wives attended the dinner and meet- 
ing. Dr. Edward L. Douglass of Groton is the new 
president-elect and Dr. Peter J. Scafarello was 
elected secretary-treasurer. The board of directors 


is composed of Drs. Edward Malloy of Stamford, 
Sidney Chait of Torrington, and R. Andrea Dami- 
ani of Waterbury. 

At the Fourth Annual Scientific meeting of the 
New York chapter in Buffalo, resolutions introduced 
in the chapter’s congress of delegates received much 
attention. Chief among the resolutions was the 
recommendation that professional action be taken 
against medical men who engage in so-called ghost 
surgery. The chapter was asked to reaffirm its con- 
demnation of ghost surgery, which was further de- 
fined as the practice of one physician hiring another 
to operate upon patients without their knowledge. 
This practice is not to be confused with the pro- 
fessionally accepted practice of general practitioners 
calling upon surgeons as consultants with the 
knowledge and consent of the patient. 

Two other resolutions introduced are noteworthy. 
The first one urged that the A.M.A. abolish its prac- 
tice of selecting a general practitioner of the year. 
The second resolution urged county chapters to 
establish committees to facilitate the appointment of 
general practitioners to hospital staffs. 

The new officers for the New York chapter are 
Dr. Floyd C. Bratt of Rochester, president; Dr. 
William G. Richtmyer of Albany, president-elect ; 
Dr. Garra L. Lester of Chautauqua, vice-president ; 
and Dr. Raymond S. McKeeby of Binghamton, sec- 
retary-treasurer. Dr. Bratt and Dr. S. A. Garlan are 


delegates to the A.A. G.P. Assembly in St. Louis. 


Ready to get back to the meeting are more than forty doctors, shown at the County 
Officers Luncheon during the California chapter's annual assembly in Los Angeles. 
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A cough medication— 


“significantly superior’ 


Carefully controlled tests on 52 institutionalized 
patients have led to the conclusion’ that “in all 
important categories, the glycerol guaiacolate 
preparation (Robitussin) was significantly superior” 
to the recognized remedies ammonium chloride and 
terpin hydrate. 


Robitussin ‘Robins’ employs not only glyceryl 
guaiacolate— shown to have maximum effectiveness 
for increasing respiratory tract secretions? and reducing 
coughing spells’ — but also desoxyephedrine 
hydrochloride, for relieving bronchiolar constriction‘ 
and improving the patient’s mood.’ An exceptionally 
palatable syrup, for both adults and children. 
REFERENCES: 1. American Practitioner and Digest of Treatment, 
2:844, 1951. 2. J. Pharmacol. & Exper. Therapy, 87:24, 1946. 


3. Ibid, 73:65, 1941. 4. J. Pharmacol. 77:324, 1943. 5. J. Lab. & 
Clin. Med., 28:603, 1943. 


A. H. ROBINS CO., INC. « RICHMOND 20, VA. 


Robitussin 


Tabulating 
clinical findings 
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All medical students at the University of Buffalo 
were excused to attend the three-day meeting. 

An extracurricular activity which aroused con- 
siderable interest at the meeting was the Physicians’ 
Art Exhibit. There were 25 entries from New York 
physicians. 

Past-presidents of North Carolina, South Caro- 
lina, Massachusetts, Virginia, and Arkansas chap- 
ters chose the fourth annual scientific meeting of the 
North Carolina chapter in Winston-Salem for a get- 
together. The group included Dr. John R. Fowler 
of Spencer, Mass., Dr. T. G. Goldsmith of Green- 
ville, S. C., Dr. John O. Boyd of Roanoke, Va., Dr. 
L. H. McDaniel of Tyronza, Ark., and three past 
presidents of the North Carolina chapter, Dr. Grady 
Dixon of Ayden, Dr. W. A. Sams of Marshall, and 
Dr. John R. Bender of Winston-Salem. 

The total doctors’ registration was 150. Dr. Amos 
N. Johnson of Garland was chosen president for the 
new year. Dr. Wayne J. Benton of Greensboro is 
president-elect, Dr. Richard B. Wright of Salisbury, 
vice-president, and Dr. W. A. Sams of Marshall, 
delegate to the A.A.G.P. Assembly. Dr. Grady 
Dixon is the other delegate. 

Proponents of socialized medicine in the United 
States ere trying to by-pass this country’s normal 
pattern of legislative action by means of the Inter- 
national Labor Organization, Dr. Frank E. Wilson, 
director of the Washington office of the A.M.A., 
told general practitioners and their guests at the 
Maryland chapter's banquet held during its annual 
assembly in Baltimore. He pointed out that Senator 
John Bricker (R-Ohio) has introduced a bill pro- 
posing a constitutional amendment affecting the 
procedure of the United States commitment to inter- 
national treaties. 

New officers of the Maryland chapter are an- 
nounced by its congress of delegates. Dr. Lauriston 
L. Keown of Baltimore is president-elect, Dr. Na- 
than E. Needle was re-elected secretary-treasurer, 
and Drs. B. B. Kneisley of Hagerstown, Norman 
Sartorius, Jr., of Pocomoke City, and George A. 
Knipp of Baltimore are all vice-presidents. Dr. 
Harold Plummer of Preston has been installed as 
president, succeeding Dr. E. Irving Baumgartner of 
Oakland. Drs. Baumgartner and Knipp are dele- 
gates to the St. Louis Assembly. 

The department of medicine of Johns Hopkins 
Hospital presented a postgraduate session for mem- 
bers of the Maryland chapter and all general practi- 
tioners recently, Anemias, tuberculosis, jaundice, 


endocrinology, and acute poisoning were special 
subjects. 
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The Fourth District (Lovisiana) chapter had a 
reorganization meeting November 6 at which time 
ollicers were elected. The new officers who will be 
installed in January by the state president, Dr. E. L. 
Carroll are: Dr. C. S. Holt, Shreveport, president; 
Dr. W. A. McBride, Shreveport, president-elect; 
Dr. J. C. Sanders of Shreveport, vice-president; Dr. 
Margaret R. Akin, Shreveport, secretary-treasurer ; 
and Drs. H. P. D. Curtis of Mansfield, J. G. Pou of 
Shreveport, and T. A. Richardson of Minden, mem- 
bers of the board of directors. Drs. L. S. Huckaby 
Coushatta and C. H. Potts of Shreveport are dele- 
gates to the national Assembly in St. Louis. 

The first annual scientific meeting of the Colorado 
chapter was highly successful with attendance to- 
taling 121. New officers were elected and installed 
at this meeting. Dr. Lawrence Buchanan of Wray is 
the new president. Dr. Kenneth Beebe of Sterling is 
vice-president, Dr. Robert M. Maul secretary, and 
Dr. Thomas E. Best treasurer. Drs. Maul and Best 
are from Denver. Delegates to the Academy Assem- 
bly in 1953 are Drs. James Perkins and Cyrus An- 
derson of Denver. New directors are Drs. Martin 
Vander Schouw of Fort Collins, John Amesse of 
Denver, David Bates of Eaton, and Homer Catron 
of Englewood. 

Dr. Russell R. deAlvarez of the University of 
Washington Medical School and Dr. Paul Lorhan of 
the University of Kansas Medical School were guest 
lecturers. 

The Harris (Texas) County chapter, one of the 
larger component chapters in the Academy, elected 
new oflicers and initiated a new type of program ata 
recent meeting. 

Programs of one-hour length are being arranged 
for the chapter by the faculty of the University of 
Texas Postgraduate School of Medicine. One such 
program will be presented at each meeting. 

Dr. B. H. Bayer is the new president, Dr. Charles 
Behrens is vice-president, Dr. William Sherrill is 
secretary, and Dr. Donald Gready is treasurer. 

New oflicers of the Valley (Texas) chapter are 
Dr. Jorn Lowry of Laredo, president; Dr. Hunter 
Scales of San Benito, vice-president; and Dr. Deane 
Munal of San Juan, re-elected secretary-treasurer. 

Biltmore Hotel in Oklahoma City will be head- 
quarters for the annual state meeting of the Okla- 
homa chapter February 16-17. 

The Michigan chapter and the Wayne County 
chapters co-sponsored the Sixth Annual Fall Post- 
graduate Clinic November 17-18 at East Lansing. 
This was also the annual business meeting for the 
Michigan chapter. New officers elected at this meet- 
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Particularly in Pediatrics 
—When Oral Medication is Difficult 


Busy mothers welcome your prescription of 
Numotizine for the many and varied condi- 
tions to which the younger set is heir—such 


painful, sleep-interrupting conditions as— 


Sore throat, Tonsillitis, Pharyngitis, 
Inflammatory chest conditions, 
Sprains, Strains, Boils, Contusions 


\ U M 0 T I L | N E Preseription Cataplasm 


—provides rélief for eight hours or longer 


on asingle application—permitting the child 


to sleep throughout the night. 


Employed adjunctively to the use of anti- 
biotics and chemotherapeutic agents, 
Numotizine keeps the patient comfortable 


while the disease process is under attack. 


Numotizine combines decongestive 
and analgesic actions—reduces swell- 
ing, relieves pain, increases local cir- 


culation. Easy to apply and remove. 
Supplied: 4, 8, 15 and 30-oz. jars. 


NUMOTIZINE, INC. 
Chicago 10, Illinois 


presenting the HOBART line WF finer pharmaceuticals 
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ing were Dr. Karl Swift, president-elect, Dr. Russell 
Fenton, secretary-treasurer, and Dr. J. W. Rice and 
Dr. Kenneth Johnson, directors. Dr. J. S. DeTar 
was elected a delegate to the A.A.G.P. St. Louis 
meeting for the Michigan chapter. The other dele- 
gate is Dr. John H. Schlemer. 

There was a registration of 175 persons—65 from 
Wayne County and 110 from outstate. At the ban- 
quet, Dr. DeTar was toastmaster. Past presidents 
of the Michigan chapter, Wayne County, Saginaw, 
and West Michigan chapters were honored at this 
dinner. 

The Wayne county chapter is sponsoring post- 
graduate courses on clinical geriatrics at the Wayne 
County General Hospital in Eloise, Mich., on Janu- 
ary 14-15, 21-22, and 28-29. 

The spring series of integrated weekly lectures 
sponsored by the Illinois chapter will be held March 
25—April 29 at the 10 appointed centres in the state. 

The next postgraduate seminar to be given by 
Southwestern Ohio Society of General Physicians 
will be on rectal diseases January 18 at the Uni- 
versity of Cincinnati College of Medicine. 

The Southeast Missouri component chapter 
elected the following officers at their first fall meet- 
ing: Dr. Edward D. Campbell, president; Dr. John 
Killion, vice-president; Dr. Paul Baldwin, presi- 
dent-elect, and Dr. J. H. Tolinger, secretary- 
treasurer. 

Installation of new officers and a dinner dance 
was held by the St. Louis (Missouri) chapter De- 
cember 13. 

Dr. C. P. Crenshaw of Collins became president- 
elect of the Mississippi chapter at its recent annual 
meeting in Biloxi. Dr. S. K. Johnson is president, 
Dr. W. E. Lotterhos of Jackson was elected secre- 
tary and Dr. S. S. Kety was re-elected delegate to 
the A.A.G.P. Assembly. The other delegate is Dr. 
S. K. Johnson. 

The roster of new officers for the Oregon chap- 
ter was announced following that chapter’s annual 
business meeting recently in Portland. Dr. Verne 
Adams of Eugene is president, Dr. Ennis Keizer of 
North Bend is president-elect, Dr. David G. Dun- 
can, vice-president, and Dr. Robert C. Knott of 
Eugene, secretary-treasurer. 

The New Jersey chapter in co-operation with 
the Hudson County Medical Society sponsored a 
series of six postgraduate lectures in Jersey City. 
The course ended in December. 

A joint meeting of the New Hampshire chapter 


and the staff of St. Joseph’s Hospital in Nashua was 
held December 16. 

Three hundred twenty-five persons registered at 
Wisconsin chapter’s annual convention November 
11-12 in Madison. Dr. Jerome W. Fons of Milwau- 
kee was installed as president and Dr. Cyrus G. 
Reznichek of Madison was chosen to be president- 
elect. Dr. Donald Ausman of Milwaukee was elected 
speaker of the congress of delegates and Dr. George 
Boyd of Kaukauna was named vice-speaker. Dr. 
Robert Purtell of Milwaukee was elected secretary- 
treasurer. Drs. Louis V. MacNamara of Milwaukee, 
Raymond R. Richards of Eau Claire, and Marshall 
Boudry of Waupaca were elected members of the 
board of directors. Drs. E:vin L. Bernhart of Mil- 
waukee and Erwin C. Cary of Reedsville are dele- 
gates to the A.A.G.P. Assembly. 

Wenatchee was the site of the Washington 
chapter’s annual convention and first scientific as- 
sembly. Several hundred doctors gathered to hear a 
group of nationally known medical experts. Dr. R. 
B. Robins, A.A.G.P. president, spoke at two dinner 
meetings. Dr. Merrill Shaw presided at a luncheon 
question and answer period. 

The annual meeting of the Spokane chapter was 
held December 13. 

The West Virginia chapter, in co-operation with 
the West Virginia Cancer Society, held a postgradu- 
ate meeting on cancer recently in Morgantown. 

Dr. R. B. Robins was banquet speaker at the 
first annual scientific session of the Delaware 
chapter December 6 in Wilmington. The scientific 
program was presented by Dr. O. Spurgeon English 
of Temple University, Dr. Louis Krause of the Uni- 
versity of Maryland, Dr. Julius Pomeranze of New 
York Medical College, and Dr. Philip Thorek of 
Chicago. 

A member of the Territory of Hawaii’s chapter, 
Dr. Robert B. Faus of Honolulu, was a visitor at 
the Academy’s Headquarters office recently while 
he was attending a Civil Defense Conference in 
Kansas City. Dr. Faus is chairman of the Territory’s 
Council on Civil Defense and Disaster Relief. Mrs. 
Faus, also an Academy member, did not accompany 
her husband. Two other Academy members, Dr. 
E. H. Blair of Chicago and Dr. Harry Mendelsohn 
of Cincinnati, served as moderators on two of the 
conference’s discussion programs. Dr. Mendelsohn 
is supervisor of the Section on Emergency Medical 
Service of the Hamilton County (Ohio) Civil De- 
fense Organization. 
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moderation for variation... 


in the blended 
diuretic regimen 


In the long-term regimen, Calpurate 

meets the clinical need for moderate 

diuretic action, sustained effective- 
ness,,and minimal toxicity. 
Calpurate also promotes in- 
creased cardiac output. 


Calpurate is the chemical com- 
pound, theobromine calcium 
gluconate...unusually free 
from gastrointestinal and oth- 
er side effects . . . does not con- 
tain the sodium ion. 


to ‘lighten the load’ in 
congestive heart failure 


Calpurate is particularly 
indicated: 
when edema is mild and renal 
function adequate... 
during rest periods from digitalis 
and mercurials... 
where mercury is contraindicated or sen- 
sitivity to its oral use is present... 
for moderate, long-lasting diuresis in 
chronic cases. 


® 
p U non-toxic diuretic 


MALTBIE LABORATORIES, INC. > NEWARK 1,N. J. 
SUPPLIED: Calpurate Tablets of 500 mg. (7% gr.) 


Calpurate Powder 


Calpurate with Phenobarbital Tablets— 
16 mg. (4 gr.) phenobarbital per tablet 
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Century Club of A.A.G.P. gets new members at first 
annual meeting of the Washington Chapter at Wen- 
atchee October 31—November 1, 1952. President Rownd 
accepts hundred-dollar gifts to A.A.G.P. building fund 
from D. W. McKinlay, Spokane, Merrill Shaw, Seattle, 
R. E. Barker, Sequim. Two others joined at this meeting. 
They were Carl B. Cone, Vancouver, and H. A. Barner, 
Bremerton. The latter two were not available for the 
picture. 


HEADQUARTERS BUILDING 


ONLY $7,000 AWAY 


Tue end of November saw the cash-on-hand in the 
Building Fund reach a total of $68,012. Since 
$75,000 is the mark set by the Board of Directors 
for authorization of construction, it is apparent that 
some reasonably vigorous effort should bring us to 
that important date within another sixty days— 
possibly by mid-January. 

It is estimated that there will be a lapse of three 
or four months, after authorization of construction, 
before ground can be broken and excavation started. 
It takes time to draw up the many detailed working 
plans, as well as to advertise for bids and to award 
the contracts. It is doubtful, therefore, that con- 
struction can be started by the time of the March 
Assembly in St. Louis—which had been the hope 
of the Board and the Building Committee. There is 
every reason to believe, however, that it can be 
started soon after that date—and a reasonable hope 
that it can be ready for occupancy before the end 
of 1953. 


Baker Laboratories Contribute 


The November receipts were appreciably bright- 
ened by a contribution of $1,000 by Baker Lab- 
oratories, of Cleveland, Ohio. Such evidence that 
a commercial organization recognizes the import- 
ance of the Academy and is eager to help in the 
creation of its permanent home, is most heartening 
to the Committee. 

Wisconsin did the most outstanding job among 
the state chapters in November. During the two- 
day annual meeting, Dr. Robert Purtell and Dr. 
Clarence Gascoigne (ably abetted by Board Chair- 
man William Hildebrand) collected $1,350 in cash. 
Illinois, Nebraska, New Jersey, and Washington 
also reported renewed activity. In state cash totals, 
Texas still leads by a substantial margin, but 
Missouri nosed into second place ahead of Cal- 
ifornia for the first time. 
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STATE 28 88 8 
Alabomao ..... 725 150 875 
Arkansos . . 200 eee 200 
California. . 4,876.34 4,881.68 9,758.02 
Colorado ..... cee one 2,005 325 2,330 
Connecticut. . . . . 657 400 1,057 
Delawore ..... | 250 250 
District of Columbia . 25 90 387.08 90 477.08 
a 225 75 2,080 1,290 3,370 
1,330 265 1,595 
Kentucky. . . 365 170 535 
lovisiaona ..... 1,820 405 2,225 
Marylond .... 379 190 569 
Massachusetts. . . 15 2,946 1,105 4,051 
Michigon. . . . 905 905 
Minnesota... 1,385 115 1,500 
Mississippi... 525 450 975 
4,955 1,075 6,030 
Nebraska ..... 260 eee 260 
Mevede. . 130 130 
New Hampshire . . aes eae 463 65 528 
New Jersey .... 245 20 765 820 1,585 
New Mexico. . . . eee eee 200 100 300 
New York... 3,218.50 630 3,848.50 
North Carolina e S see 1,840 825 2,665 
North Dakota. . . . 75 35 110 
100 2,850 1,550 4,400 
Oklahoma... . . ese 710 175 885 
Pennsylvania. . . . 120 75 1,928 840 2,768 
Rhode Islond. . . e060 60 20 80 
South Carolina . . . 1,935 900 2,835 
South Dakota. . . . ses 140 100 240 
Tennessee . . 1,200 1,200 
5 8,024 2,210 10,234 
ces 405 15 520 
Vermont ..... eee 165 165 
Washington . 300 400 100 500 
West Virginia. sae 435 315 750 
Wisconsin . . 2,195 210 2,405 
Wyoming eee 80 80 
Haowoili 15 15 
Puerto Rico. . 10 10 
Commercial 
Organizations . .. 1,000 ... 8,475 8,475 
AAGP. coe see 20,000 

TOTAIS . 3,930 260 87,119.92 20,941.68 108,061.60 
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ell-rounded therapy 


essential 


STOLIC ForTE Tablets serve a 


double purpose for more 


efficient management of essential 


hypertension. Prolonged 


vasodilation and mild sedation 


are attained simultaneously 


with STOLIC ForTE Tablets, thus 


eliminating the necessity for 


administering two medicaments. 


2804 


Stotic Forte Tablets are supplied in bottles of 
100 and 1,000. A modification of the StoLic FoRTE 
formula, containing one-half the amount of mannitol 
hexanitrate (15 mg.) is available as STo.ic. 


It is well known that retinal hemorrhages and progressive disturb- 
ances in the retinal vascular bed are manifestations of hypertension. 


| 
2 


Sto.ic Forte Tablets may be relied upon to reduce systolic and diastolic pressure in hypertension, and relieves concomitant 
symptoms, such as dizziness, headache, dyspnea, palpitation, nervousness and apprehension. 


Stolic Forte 


For. Vasodilation: “*...the preferred organic 


nitrate 


Each StoLic Forte Tablet contains mannitol 
hexanitrate, 30 mg. “‘Mannitol hexanitrate seems 
to be the preferred organic nitrate used in the 
treatment of hypertension. In man, doses of 60 
mg. cause a fall in blood pressure which begins 
in 8 to 16 minutes. This fall reaches its maximum 
of 25 to 50 mm. Hg. in 1 to 2 hours and returns 


to its original level in the course of 6 hours.””! 


TABLETS 


For Sedation: DELVINAL® 

The STOLIc Forte formula also contains 30 mg. 
DELVINAL® per tablet to allay apprehension and 
level off fluctuations in blood pressure due to 
emotional tension. 


DELVINAL is characterized clinically by its mod- 
erate duration of action and the fact that the 
patient experiences little of theso-called “drugged 
sensation” or other undesirable side-effects 
with its use. Sharp & Dohme, Philadelphia 1, Pa. 
1. Krantz, J.C., Jr., & Carr, C.J.: The Pharmacological Principles of 


Medical Practice, The Williams & Wilkins Co., Baltimore, Md., 
1951, p. 836. 
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How this Great Champion Helps Protect 
Your Recommendation of Carnation 


CARNATION HOMESTEAD DAISY MADCAP is her name. She’s one of the 
many world champion cattle bred at the famous Carnation farms 
near Seattle. Cattle from these fine, prize-winning bloodlines are 
shipped to dairy farmers throughout the country to improve the 
quality of Carnation’s local milk supply...and thus help protect 
your recommendation of Carnation. 


Carnation Gives Your Recommendation this 


5-WAY PROTECTION 


1. Carnation accepts only high quality milk for processing. Carnation 
Field Men regularly check local farmers’ herds, sanitary condi- 
tions and equipment-reject milk if it fails to meet Carnation’s 
high standards. 

2. Carnation processes ALL milk sold under the Carnation label. ae 
From cow to can it is processed with prescription accuracy in 
Carnation’s own plants under its own supervision. ee ‘ 
3. Carnation quality control continues even AFTER the milk leaves values of whole milk. 
the plant. To be sure of freshness and highest quality, Carnation FORTIFIED with 400 units 
salesmen use a special code control in making frequent inspec- ef Vitamin D per pint. 
tion of dealers’ stocks. 
4. Carnation Milk is everywhere. Mothers get Carnation Milk in cage vie for ea: 
virtually every grocery store in every town throughout America. “ae igestibility. 

5. Cattle bred from champions such as the one pictured above are _ STERILIZED in the sealed 
distributed to local dairy farmers to improve the quality of the milk oo for complete safety. 
supplied to Carnation processing plants. 


“The Milk Every Doctor Knows” gay. “from Contented Cows’ 
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more than 
ANALGESICS ? 


There is significant evidence that salicy- 
lates, through action on the hypothalamus, stim- 
ulate the pituitary, producing an ACTH-like 
effect on the adrenal cortex.* 


This new concept of salicylate action ex- 
plains many of the clinical results obtained with 
salicylate therapy in the treatment of arthritides 
and rheumatic afflictions—observed results that 
cannot be attributed to analgesic action alone. 


MASSIVE DOSAGE 


To obtain maximum resu!ts, high salicylate 
blood levels are required. This means high oral 
dosage—in the order of 60 to 120 grains (4 to 8 
Gm.) a day. This massive salicylate dosage 
can be attained, without excessive gastric dis- 
turbance, by using Salcedrox. 


Salcedrox virtually eliminates gastric dis- 
turbance, because of the protective combination 
with activated aluminum hydroxide and cal- 
cium carbonate. 


Salcedrox also contains a high dose of vita- 
min C, because it has been observed that rheu- 
matic and arthritic states show vitamin C defi- 
ciencies, and salicylate therapy has a tendency 
to intensify depletion of vitamin C. 


*Proceedings Soc. Exp. Bio. Med., 1952, v80, 51-55, 
G. Cronheim, et al. 


FORMULA 
Sodium Salicylate. ..5 gr. (0.3 Gm.) 
Aluminum Hydroxide Gel, 
dried 2 gr. (0.12 Gm.) 
Calcium Ascorbate..! gr. (60 mg.) 
(equivalent to 50 mg. Ascorbic 


cid) 
Calcium Carbonate..1 gr (60 mg.) 


Write for Professional Sample » 
and Literature 
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NEW THERAP 
FOR 
SINUSITIS, RHINITIS 


Excellent results are being obtained with 
Furacin Nasal in cases of acute and chronic 
sinusitis and rhinitis. It is being administered 
by dropper, atomizer, cannula or the 
displacement technic. 


Even those notoriously refractory conditions: 
atrophic rhinitis and ozena* show marked 


benefits from Furacin therapy. 
* Thornell, W. C.: Arch. Otolaryng. 52:96 (July) 1950. 


REASONS FOR EFFECTIVENESS OF FURACIN... 
A wide antibacterial spectrum, including many 
gram-negative and gram-positive organisms * j 
Effectiveness in the presence of wound exudates 
Lack of cytotoxicity: no interference with healing, 
phagocytosis or ciliary action * Water-miscible 
vehicles which dissolve in exudates * Low incidence 
of sensitization + Ability to minimize 

malodor of infected lesions * Stability. 

Furacin Nasal plain contains Furacin® 0.02% brand ? hos! J, 
of nitrofurazone N.N.R. in an isosmotic, aqueous 

vehicle. 


Furacin Nasal with ephedrine contains, in 
addition, ephedrine * HCI 1%. 


TAINS 9.02% NITROFURAZONE 

HYDROCHL 
SOLU! 


wOoewrcn nOwvore 
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calls for 


nitrogen balance can be maintained, wound healing enhanced, 
and — shortened, by a high protein diet.? 


me “Otherwise the patient uses his own ‘‘available”’ 
nitrogen stores to accomplish the healing defect: 


The patient “is better off before his nitrogen stores have 
been wasted than after. Surgeons have long noted that 
chronically debilitated patients are poor operative risks.”' 
Decubitus ulcers heal quickly in heavily protein-fed patients.* 


These facts are clear, as is also the fact that Knox Gelatine, 
which is pure protein, offers a useful method of supplement- 
ing the ordinary dietary protein. 


Knox Gelatine is easy to digest, while its supplementary 
dietary nitrogen will furnish protein without other sub- 
stances, especially salts of potassium which are retained 
during convalescence; without excess fat and carbohydrate, 
which are not needed especially; and without a food volume 
which may interfere with intake. 


2. Co Tui, Minutes of the Conference on Metabolism Aspects of Convalescence 
Including Bone and Wound Healing. Josiah Macy, Jr Foundation, Fifth Meeting 
Oct. 8-9, p. 57, 1943. 

3. Whipple, G. H. and Madden, S. C. in, Plasma Protein and Cell Pro- 
tein: Their Interchange and Construction in Emergencies. Medicine 23:215, 1944. 
4. Mulholland, J. H., Co Tui, Wright, A. M., Vinci, V., and Shafiroff, B. Protein 
Metabolism and Bed Sores. Am. . 118:1015, 1943. 


Available at Grocery Stores in 4-envelope Family Size and 
32-envelope Economy Size Packages. 


Write today for your free copy 
“Feeding the Sick and Convalescent.” 


Knox Gelatine, Johnstown, N. Y., Dept. GP KNOX GELATINE U.S.P.-ALL PROTEIN NO SUGAR 
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Chioro-oul vaginal suppositories 


In Vaginal and Cervical Infections, Post-Partum and Gynecological Surgery 


: ‘Minimize Pain and Discomfort 
Promote Healing 


Prevent and Control Infection 
Maintain Normal Acidity 


Each Suppository Contains: 


Chiorophyil (Oil Soluble)... ..... 0.24 gr. 

2.0 grs. 
2.0 grs. 
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Methyl Parahydroxybenzoate .... 0.1 gr. 
= Literature on Request. 
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Ts The Columbus Pharmacal Co., Columbus 15, Ohio 
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pneumongs 


Pneumococcal, viral, 
and other pneumonias 


due to sensitive organisms a | 
respond promptly to therapy | 


with well-tolerated Yr Am 
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Familiar “bicarb” has been a trusted, de- 
pendable medication for more than a century. 
It is one of the most widely used remedies 
and found in almost every home. 

The sodium bicarbonate packed under our 
familiar trade names—Arm & Hammer and 
Cow Brand—is pure Bicarbonate of Soda and 
Classified by the Council on Pharmacy and 
Chemistry of the American Medical Associa- 
tion as Official Remedies. It is U.S.P. quality. 
Not a patent medicine. 

One-half teaspoonful in a glass of cool water 


10 Cedar Street e 


A trusted medicinal agent for 106 years 
ARM & HAMMER and COW BRAND 
Pure Sodium Bicarbonate U.S.P. 


CHURCH & DWIGHT CO., INC. 


BUSINESS ESTABLISHED IN 1846 


RET yy, 


gives prompt relief from distress of acute indi- 
gestion and dyspepsia. It is recommended as 
a buffer to sulpha drugs and antibiotics. 
Externally used, a soda—solution or paste— 
gives soothing relief for skin irritations, burns, 
and itching. 


CHILDREN'S STORYBOOKS 


We have several interesting illustrated story- 
books approved by leading educators. May 
we send you a free supply for your waiting 
room? Just write to us at the address below. 


New York 5, N. Y. 


= + = 
\ 
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[ORAL FAT EMULSION SCHENLEY ] 


A highly palatable emulsion 
containing 50 percent coconut 
oil and 12% percent sucrose, 
useful whenever caloric intake 
must be increased without 
undue increase in bulk. 


Delicious alone, or when taken 
with milk and other fluids, 
semisolid foods, and desserts. 


EDIOL* furnishes 600 calories 
daily, when taken as 2 table- 
spoonfuls q.i.d. The unusually 
small particle size of EDIOL 
(average, 1 micron)favors easy 
digestion, rapid assimilation. 


For children, or where fat 
tolerance is a problem, small 
initial dosage may be pre- 
scribed, then increased to the 
level of individual capacity. 


Available through all phar- 
macies, in bottles of 16 fl.oz. 


schenley 


SCHENLEY LABORATORIES, INC. 


LAWRENCEBURG INDIANA 


*Trademark of Schenley Laboratories, Inc. 
©Schenley Laboratories, Inc. 


FULL 
SPEED 


AHEAD 
in TISSUE REPAIR 


proves in everyday prac- the ploncer NTMENT 


tice its ability to ease pain, in WOUNGS (especially slow healing) 
renew vitality of sluggish ” ulcers (decubitus, varicose, diabetic) 


cells,and stimulatesmooth £\.\& burns, perianal dermatitis 
tissue repair in lacerated, 


denuded, chafed, irritated, 
ulcerated tissues—in con- 
ditions often resistant to 
other therapy.-3 


Protective, soothing, healing, Desitin Ointment is a non- 
irritating blend of high grade, crude Norwegian cod liver oil 
(with its unsaturated fatty acids and high potency vitamins A 
and D in proper ratio for maximum efficacy), zinc oxide, 
talcum, petrolatum, and lanolin. Desitin Ointment does not 
liquefy at body temperature and is not decomposed or 
washed away by secretions, exudate, urine or excrements. 
Dressings easily applied and painlessly removed. 


Tubes of 1 0z., 2 oz., 4 oz., and 1 Ib. jars. 


write for samples and literature 
1. Behrman, H. T., Combes, F. C., Bobroff, A., 
DESITIN cuemicat company 2. Tell, New York St. M. 502282 1950 
70 Ship Street © Providence 2, R. rehves 6382. 
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in the hands 
of the physician | 


Often the critical evaluation of the 
drug to be administered is as im- 
portant to the patient's recovery as 
is the diagnosis of his condition. In 
each case correct procedures can be 
determined only by the physician. 
CHLOROMYCETIN is eminent among 
drugs at the disposal of the medical 
profession. Clinical findings attest 
that, in the hands of the physician, 
this widely used, broad spectrum 
antibiotic has proved invaluable 
against a great variety of infectious 
disorders. 


notably effective 


The many hundreds of clinical reports on CHLOROMYCETIN emphasize 
repeatedly its exceptional tolerance as demonstrated by the infrequent 
occurrence of even mild signs and symptoms of gastrointestinal distress 
and other side effects in patients receiving the drug. 


Similarly, the broad clinical effectiveness of CHLOROMYCETIN has 
been established, and serious blood disorders following its use are rare. 
However, it is a potent therapeutic agent, and should not be used indis- 
criminately or for minor infections—and, as with certain other drugs, 
adequate blood studies should be made when the patient requires pro- 
longed or intermittent therapy. 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in a variety 

of forms, including: 

CHLOROMYCETIN Kapseals,® 250 mg., bottles of 16 and 100. 

CHLOROMYCETIN Capsules, 100 mg., bottles of 25 and 100. 

CHLOROMYCETIN Capsules, 50 mg., bottles of 25 and 100. 

CHLOROMYCETIN Ophthalmic Ointment, 1%, %-ource collapsible tubes. 


CHLOROMYCETIN Ophthalmic, 25 mg. dry powder for solution, 
individual vials with droppers. 


— 
— 
| 
antibiotic 
AM 
er* 


_ de gustibus... 


By direct anudte the palate, DIASAL enlists the willing cooperation 

of patients on low-sodium diets. Its exceptionally high 

taste-equivalence to table salt is matched by close resemblance 

in other properties! — DIASAL looks, pours and otherwise 

behaves like sodium chloride at the table and in the kitchen. 

Containing chiefly potassium chloride (plus glutamic acid 

and inert excipients), DIASAL is free from sodium, lithium and ammonium. 
‘It is accordingly safe to prescribe for prolonged and 

liberal use. DIASAL also serves as a prophylactic against the 

potassium depletion which may accompany low-sodium dieting.? 


DIASAL 


seasons food like salt safely 


packaging: availablein 2-oz. shakers and 8-o0z. bottles. 


Samples and low-sodium-diet sheets for your patients available on request to Professional Service Department. 


= FOUGERA == E. FOUGERA & COMPANY, INC. 


e 7S VARICK STREET. NEW YORK 13, N.Y. 


1. Rimmerman, A. B., and others: A Comparative Study of Sodium-free Salt Substitutes, 
Am. Pract. & Digest Treat. 2: 168, 1951. 


2. Fremont, R. E., and others: Postgrad. Med. 10:216, 1951. 
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a new concept 
in nasal therapy 


MYDRIN 


antibacterial 
antiallergic 
decongestant 


Nepera Chemical Company, Inc. is proud to present 

to the medical profession a single preparation, incorporating all 
* the substances preferred in the therapy of rhinitis and sinusitis, 

in a convenient atomizer that delivers a fine, mist spray. 


BIOMYDRIN provides more symptomatic relief for infectious 
and allergic rhinitis because of its unique combination: 
Gramicidin . . . effective against gram-positive bacteria. 
Neomycin . . . effective against gram-negative as well as 
gram-positive bacteria. The only antibiotic active 
against strains of both proteus and pseudomonas.! 
Thonzonium bromide . . . broad spectrum bactericide 
of low surface tension (approximately 39 dynes/cm.) 
— penetrating and mucus thinning. 
Phenylephrine hydrochloride . . . widely used, safe, decongestant. 
= = 3 Thonzylamine hydrochloride . . . antihistaminic, unsurpassed 
. SS. a, for tolerance, present in therapeutic concentration. 


ae j 1. Abraham, E. P.: New Antibiotics, Chloramphenicol, Aureomycin, Terramycin 
é and Neomycin, j. Pharm. & Pharmacol. 3:257- 276, 1 1951. 


BIOMYDRIN IS ONLY AVAILABLE ON PRESCRIPTION. 


We will gladly send literature to you —on request — 
describing Biomydrin and its therapeutic applications. 


Nepera Chemical Company, Inc. 


Pharmaceutical Manufacturers » Nepera Park, Yonkers 2, New York 
*Trade Mark of the Nepera Chemical Co., Inc. 


GP January, 1953 


B 
. 
4 
: 
c= 
te 183 


everyone 
loves a 
fat man 


except 


wital 
statistics 


heart disease 42% 


cerebral hemorrhage 59% 


nephritis 91% 


diabetes 283% 
cirrhosis 149% 


appendicitis 123% 


gallstones 106% 


» Percentage figures apply to overweight men 
and indicate increased mortality above that 
expected on the basis of standard experience. 

(Stat. Bull. Met. Life Ins. Co. 32:10:1, 1951) 


When weight control is a consideration, think 
of Cycotin — for double-acting control of normal 
hunger. Cycotin is distinguished for its: 


High content of the satiating non-nutritional bulk 
of hydrophilic methylcellulose (500 mg. per tablet) 
for physiological reduction of appetite, and 


Low dosage of d-amphetamine phosphate (2.5 mg. per tablet) 
for psychologic elevation of mood. 


Dosage: 
Two tablets with water 
three times daily before meals. 


a trusted name since 1860 


Reed & Carnrick 
Q:f Jersey City 6, N. J., Toronto, Ont. 
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— The horizontal Bucky table (inset) can 
be added to— a step at a time — providing 
intermediate units until you reach the ultimate 
in the series, the Maxicon 200. 


MAXICON 200 provides complete 


radiographic and fluoroscopic service 


The Maxicon 200 — whether purchased as shown 
or obtained by upgrading other Maxicon units — 
equips you for complete radiographic and fluoro- 
scopic service, Two rotating-anode tube units 
increase the capacity of a busy diagnostic depart- 
ment. Motor-driven hydraulic tilting gives you 
exact foot-pedal control for any position from 
Trendelenburg to vertical. 

Consider, too, the independent tube stand . . . 
fluoroscopic carriage and screen unit . . . 200-ma 
generating unit with graphic operating panel and 
time-proven transformer. It all adds up to high- 


GP « January, 1953 


quality results that you can achieve accurately 
and routinely. 

Get full information on the complete Maxicon 
series from your General Electric x-ray represent- 
ative. For illustrated literature, write X-Ray De- 
partment, General Electric Company, Milwaukee 
14, Wisconsin, Rm. Fel 


You can put your confidence in — 


GENERAL @@ ELECTRIC 
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new 


palatable liquid penicillin 


S.K.F. now offers ‘Eskacillin’ in a new, higher concentration: 


one-half million units of procaine penicillin G per teaspoonful. 


é 
‘Eskacillin 500’ gives you these advantages: 
1. Greater effectiveness in the more severe infections. a" 
2. The convenience of b.i.d. or t.i.d. dosage. 
3. Unusual palatability—despite high potency. 
Here are the other 
250,000 units of penicillin per teaspoonful 
100,000 units of penicillin per teaspoonful 


50,000 units of penicillin per teaspoonful C 


; 
& 4 
: 
ok 
: 
; p embers of the 
4 


Eskacillin* line—for use in the more severe infections: 


250-Sulfas 


palatable liquid penicillin plus sulfonamides 


Each teaspoonful of ‘Eskacillin 250-Sulfas’ delivers 250,000 
units of procaine penicillin G plus 0.5 Gm. (0.167 Gm. each) 
of 3 sulfonamides (sulfadiazine, sulfamerazine, sulfamethazine), 
thus permitting convenient t.i.d. dosage. 


‘Eskaciilin 250-Sulfas’ gives you 3 advantages over penicillin 
or the sulfonamides alone: 


1. Wide antibacterial spectrum. 
2. High antibacterial intensity. 


3. Lessened chance of the development of resistant strains. 


members of the ‘Eskacillin’ line: 


100,000 units of penicillin and a total of 0.5 Gm. 


of 3 sulfonamides: per teaspoonful 


(All strengths of ‘Eskacillin’ are supplied 
in 2 fl. oz. bottles.) 


*T.M. Reg. US. Pat. Off. 


3 
: 


two 
outstanding 
reasons why 


is so highly effective 
\ for the persistent, dry 
and unproductive cough 


Dihydrocodeinone is used (in equivalent dosage) 
instead of codeine, for its exceptional freedom 
from such side effects as nausea, vomiting, 
constipation and retention of sputum. 


Pyra-Maleate® the highly effective antihistaminic, 
is included in the formula, for suppression of the 

allergic manifestations which frequently complicate 
the common cold. 


Pyraldine also helps liquefy mucus and has a local 
soothing effect on irritated mucosa. 


f PYRALDINE contains 


Dihydrocodeinone bitartrate (Warning: May be habit forming). . 


Pyra-Maleate® (Brand of Pyrilamine Maleate). . 75 mg. 


In a mentholated, fruit-flavored, syrup vehicle. 


PYRALDINE Expectorant is supplied in bottles of one 
pint and one gallon. Narcotic registry number required. 


VANPELT & BROWN, INC., Pharmaceutical Chemists 
RICHMOND 4, VIRGINIA 
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GRATIFYING RELIEF 


From the Distress of 


Urinary Tract Symptoms 


Pyridium acts quickly and safely, through an Pain and burning 

entirely local mechanism, to secure analgesia of decreased in 93% of cases ...* 
the sensitive urogenital mucosa of patients suf- 
fering from cystitis, pyelonephritis, prostatitis, 
and urethritis. 

Pyridium may be administered concomitantly 
with crystalline dihydrostreptomycin sulfate, 
penicillin, the sulfonamides, or other specific 
therapy to provide the twofold benefit of symp- 

*As reported by Kirwin, Lowsley, and Menning in a study of 
tomatic relief and anti-infective action. 118 cases treated for symptomatic relief with PYRIDIUM 


PYRIDIUM 


(Phenylazo-diamino-pyridine HCl) 


Urinary frequency 
relieved in 85% of cases ...* 


MERCK & CO., Inc. 
Pyripium is the registered trade-mark of Nepera Chemical —~, 
Co., Inc. for its brand of phenylazo-diamino-pyridine HCI. Manyfactaring 


Merck & Co., Inc. sole distributor in the United States. RAHWAY, NEW JERSEY 


In a matter of minutes... 
Fr 
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BLANKET COVERAGE 


DAPTA 


multivitamin preparation 
for infants and children 


Supplies generous amounts of the vita- 
mins most frequently deficient. 

You may depend on Dapta for sta- 
bility, potency, palatability, miscibility, 
and ready absorption—even to the last 
drop. Dapta has no expiration date... 
refrigeration is unnecessary. 

Supplied: Bottles of 15 and 30 cc. 
with graduated dropper. 


FORMULA, EACH CC.: 


VitaminA . . 10,000 U.S.P. units 
VitaminD . . 2,000 U.S.P. units 


Thiamine 
hydrochloride 


Riboflavin 
Niacinamide 


Vitamin C 
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Average percentages of recommended daily 
allowances provided by 66 school lunches 
with and without milk. 


100% 


Comparison of total cost in 1948 and of 
nutrient contribution of milk in school 
lunches. 


100% 


Y, daily recommended allowances Cost 


Without Mik 


This seal indicates that all nutrition statements in the advertisement 
have been found acceptable by the Council on Foods and Nutrition 
of the American Medical Association. 


NATIONAL DAIRY COUNCIL 


111 NORTH CANAL STREET ¢« CHICAGO 6, ILLINOIS 
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MILK in the SCHOOL LUNCH 


for economy 
for health 


Milk tops the list of foods 
recommended for school 
lunches— because of its high 
nutritional value in relation 
to cost. Other dairy foods— 
cheese, butter, ice cream .. . 
are often part of the school 
lunch ... contributing extra 
milk nutrients... adding 
variety to the meals. 

In a study of 39 schools in 
1948, the cost of one-half pint 
of milk averaged only one- 
fifth of the total cost of food 
and labor for type “‘A”’ school 
lunches.! That same amount 
of milk contributes a far 
greater portion of the nutri- 
tive value of this type of 
lunch with respect to at least 
five nutrients.” 

Analyses of 66 school 
lunches showed that, on the 
average, milk contributed 
more than one-half the cal- 
cium, about one-half the ribo- 
flavin, a little less than one- 
third the protein, and about 
one-fourth the calories and 
thiamine present in the meals. 
Lunches containing milk 
supplied, on the average, 
more than one-third of the 
day’s recommended allow- 
ances of protein, calcium, and 
riboflavin, and almost one- 
third of the recommended 
amounts of calories and thia- 
mine. This standard was 
seldom met for any of these 
nutrients in lunches without 
milk.? 

There is no substitute for 
milk in the school lunch when 
nutritive value, cost, and ease 
of preparation are considered. 
1Dreisback, M. B. and Handy, E. 
School lunch management in relation 
to nutritive value, cost and accept- 
ance of foods served. U.S.D.A. Pa 
114 (Jan.) 1951 
2Meyer, F. L., Brown, M. L., and 
Hathaway, M. L. Nutritive value of 
school lunches as determined by 


chemical analyses. J. Am. Diet. Assn. 
27:841 (Oct.) 1951 


Since 1915... The Na- 
tional Dairy Council, 
a non-profit organiza- 
tion, has been devoted 
to nutrition research 
and education to extend 
the use of dairy products. 
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*in musculoskeletal pain 


relief that is 


} prompt - prolonged - prescribed 


APAMIDE 


TRADEMARK 
tablets 
(N-acetyl-p-aminophenol, AMES, 0.3 Gm.) 


analgesic - antipyretic 


rapid direct action—no analgesic lag 
inherently well-tolerated 
especially valuable in salicylate intolerance 


indications: Muscular or joint pain, functional 
headache, dysmenorrhea, respiratory infections. 


pain relief plus sedation 


APROMAL 


TRADEMARK tablets 
~ (N-acetyl-p-aminophenol and acetylcarbromal, AMES, 0.15 Gm. each) 


sedative - analgesic - antipyretic 


non-narcotic and non-barbiturate 


safer control of pain... only 


Apamide or Apromal: Adults—1 tablet every 4 hours or as 
required. Children over 5— % tablet every 4 hours. Bottles of 100. 


Samples and literature on request. 


Apamide and Apromal, trademarks. 


AMES 


COMPANY, INC- ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


45953 
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Looking for 
natural B-complex in 
starting cereals? 


Medical opinion today generally accepts the premise that 
brewers’ yeast is one of the finest sources of B-complex. 
Not only does brewers’ yeast supply important amounts 
of the known B-vitamins . . . but it also makes available 
most of the “unknown” factors. Also of importance in 
infant-feeding is the fact that the good-quality proteins 
of brewers’ yeast supplement the cereal protein. 


Three of Gerber’s Starting Cereals—Barley, Oatmeal, 
and Cereal Food (wheat) — are supplemented with 
brewers’ yeast . . . in addition to iron and calcium. 


Unique among hypo-allergenic, one-grain cereals 
for babies . . . Gerber’s Rice Cereal has as its source 
of natural B-complex rice polishings . . . second only 
to brewers’ yeast in value of known and unknown 
B-vitamins. Gerber’s Rice Cereal is enriched 


with iron and calcium. ‘. 


/ 
FREE? —> Corber's new Baby Foods Analysis Folder. Just 
write on your letterhead to Gerber’s, Dept. 101-3, 
Fremont, Michigan. 


me Gerber’s BABY FOODS 


4 CEREALS ¢ 50 STRAINED & JUNIOR FOODS, 


£ INCLUDING MEATS 
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radition 
of service 


“Epya iarp[ot mparov 
ai voov xai of 7 tw al 
pnd’ Ocyénv re Kai Kai Spx[ov] 


The reconstructed front of the Sarapion Monument 
which stood in the S y of A lapivs on the 
south slope of the Acropolis about 220 A.D. Photograph 
of and lation of inscription courtesy 
of American School of Classical Studies in Athens. 


“These are the duties of a physician: First 
...and to heal his mind and to give help to 
himself before giving it to anyone (else), and not 
to look upon (his patient) or make approaches in 
a manner contrary to divine laws and to the 
oath. Let him cure not only with (professional) 
skill but also with blameless character. And as 
one unfit, though coming in the guise of a helper 
when he handles lovely maidens and matrons, 
let him not burn in his breast with desire (in a 
manner unworthy of a true) physician. There- 
fore I declare to the godly minded and the pure 
... Possessed of such a mind, like a savior god, 
let him make himself the equal of slaves and of 
paupers, of the rich and of rulers of men, and to 
all let him minister like a brother; for we are all 
children of the same blood. Therefore let him not 
hate any one nor hide envy in his heart, nor be 
lifted up with pride.” 


Behind the physician stand centuries of the 
tradition of service. When disaster strikes, in peace 
as in war, wherever there is sickness or pain, the 
doctor brings relief and help. SONOTONE, an or- 
ganization dedicated to the service of the hard of 
hearing, salutes humanity’s greatest public servant, 
the doctor. 


SoNOTONE, too, has its own tradition of serv- 
ice. SONOTONE hearing aids are fitted from over 
300 possible combinations to match many pat- 
terns of deafness as revealed by the audiometric 
chart. An annual guarantee plan gives the user a 
unique sense of security. More than 400 perma- 
nent offices provide uninterrupted service for 
SONOTONE wearers. 

MEDITAL 


SonoTone products are on the list of 
AMA Council accepted devices. 


onotone Corporation 


ELMSFORD, N. Y. 
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One No. 817 provid 
of Moré than 7 q r 

of milk Would be netted to 

same droge This i is but one fe 
i of “Bepuitial” Forte with Vita ni 
which algo contains 


fe HCI (B,), 25.0 mg 
(B,), 125 mg. 
comple factors and ascorbig acid. 
Pyridomme HC! (Bg), LO mg. 
Cale. Paptothenate, 10,0 me. 
Cc 
(ascogbic acid), 100.0 mg. 


Suppl in bortles 


Ayerst, McKenna & Harrisorr Eimited’ 
"22 East 40th Street, New York 16, N.Y 


At 
a 
of 30, 100, and 1,000. 


Complete relief of symptoms was obtained by most menopausal patients, Perloff reported, 
and the greatest percentage of patients who “expressed clearcut preferences for any 
drug designated ‘Premarin.’” Perloff, W. H.: Am. J. Obst. & Gynec. 58:684 (Oct.) 1949. 


Estrogenic Substances (water-soluble) also known as Conjugated Estrogens (equine). Tablets and liquid. 


Highly effective - Well tolerated - Imparts a feeling of well-being 


Ayerst, McKenna & Harrison Limited »« New York, N. Y. « Montreal, Canada 
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in peripheral 
vascular 
disorders... 


Priscoline 


orally and 
parenterally effective 
peripheral vasodilator 


2/ 1870 
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Virtually as effective by 

oral as by intravenous or 
intramuscular administration, 
this unusually potent 
vasodilator may be expected 
to induce cumulative 

benefits in both functional 
and obstructive peripheral 
vascular disorders. 


Supplied as Tablets of 25 mg., 

in bottles of 100 and 1000. 

Elixir, 25 mg. per 4 cc., 

bottles of 1 pint 

Multiple-dose vials, 10 cc., 
containing 25 mg. per cc. 

Ciba Pharmaceutical Products, Inc., 
Summit, New Jersey 


Priscoline® hydrochloride 
(benzazoline hydrochloride Ciba) 


> au ve 
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all the patients who represent the 


44 uses for short-acting NEMBUTAL 


Case after case from the 593 published reports shows that adjusted doses 
of short-acting NEMBUTAL can produce any desired degree of cerebral 
depression—from mild sedation to deep hypnosis. 
And with only about half the dosage of many other barbiturates. 
Your margin of safety is wide, the duration of effect short. And, since 
the drug is quickly and completely destroyed in the body, there is little 
tendency toward cumulative effect or barbiturate hangover. 
If you’d like to expand your experience with short-acting NEMBUTAL, write 
for your copy of the booklet, “44 Clinical Uses for NEMBUTAL.” 
Just address a card to Abbott Laboratories, North Chicago, Ill. Obbott 


In equal oral doses, no other barbiturate combines 


® 
QUICKER, BRIEFER, MORE PROFOUND EFFECT than... Nembuta' 


(PENTOBARBITAL, ABBOTT) 


FOR BRIEF AND try the 0.1-6m. (114-gr.) 
PROFOUND HYPNOSIS NEMBUTAL Sodium Capsule 
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purified 


wilson 


Supplied In Multiple Dose 5 cc. Vial— 
Liquefied By Holding Vial In Hand. 
item 540—When administered in- 
tramuscularly or subcutaneously each 
cc. is clinically equivalent to 40 U.S.P. 
units of corticotropin. 
$6.60 per vial of 200 units. 
item 980—When administered in- 
tramuscularly or subcutaneously each 
cc. is clinically equivalent to 80 U.S.P. 
units of corticotropin. 
$12.60 per vial of 400 units. 
ALSO AVAILABLE—CORTICO- 
TROPIN SOLUTION WILSON 
Item 600—5 cc. vial 40 U.S.P. units 
perce. $6.60 per 200 U.S.P. units. 


FOR DESCRIPTIVE LITERATURE, WRITE TO 


Va 

THE WILSON LABORATOR@S 
me Purified Corticotropin-Gel Wilson is 
Department C, 4221 S. Western Blvd. ¥& the only corticotropin-gel which has 
Chic IHlinoi i been accepted for inclusion in New and 
icago 9, inois .¢ Non-official Remedies by the Council 
) : on Pharmacy and Chemistry of the 

American Medical Association. 
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DOUBLES THE POWER TO RESIST FOOD 


= 


Obocell . . . an effective therapeutic substitute for will 
power ... suppresses bulk (hollow) hunger and curbs the 
appetite. Obocell also produces a feeling of well-being, 
thus combating the fatigue and irritability commonly en- 
countered when food is restricted. Patients on Obocell 
therapy eat less, do not violate their diet, lose weight, 
and are satisfied and happy. Obocell LIQUID is also avail- 
able for patients who prefer liquid medication. 


® 
A COMBINED HUNGER AND APPETITE DEPRESSANT 


Each Obocell tabletcontains Dextro-Amphetamine Phosphate, 5mg.; 
Nicel, 150 mg. (Nicel is Irwin-Neisler's brand of high-viscosity methylcellulose). 


IRWIN, NEISLER & COMPANY « DECATUR, ILLINOIS 
Research lo Sewe Your Practice 
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Middle cardiac vein 
Posterior descending branch 
of right coronary artery 
Right ventricle 

Right coronary artery 
Small cardiac vein 
Inferior vena cava 
Coronary sinus 

Right auricle 

Left atrium 

10 Right pulmonary vein 


Right branch of 
pulmonary artery 
Innominate artery 

Superior vena cava 

Left common carotid artery 
Pericardium 

Aortic arch 

Ascending aorta 

Conus arteriosus 

Anterior descending branch 
of left coronary artery 


20 Left ventricle 

21 Posterior vein of 
left ventricle 

22 Great cardiac vein 

23 Left pulmonary vein 

24 Left auricle 

25 Left subclavian artery 

26 Left branch of 
pulmonary artery 

27 Trabeculae carneae 

28 Trabecula tendinea 


29 Left coronary artery 
30 Posterior 
semilunar valve 
31 Left semilunar valve 
32 Right semilunar valve 
33 Posterior cusp of mitral 
(bicuspid) valve 
34 Anterior cusp of mitral 
(bicuspid) valve 
35 Chordae tendineae 
36 Papillary muscle 


This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 
tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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Aureomycin 


YDROCHLORIDE CRYSTALLINE 


Infections Involving 
the Heart 


NDOCARDITIS—Aureomycin has established itself as one of the most 
valuable agents available for the treatment of infections involving the 
heart. Aureomycin is now recognized as a highly effective antibiotic against 
the organisms most frequently encountered in endocarditis—staphylococci, 
Str. viridans, Str. fecalis and other enterococci. These organisms are being 
increasingly found resistant to penicillin and streptomycin. Endocarditis 
caused by these organisms has responded to aureomycin after failure of 
other antibiotics. Aureomycin is held by many physicians to be an antibiotic 
of choice for prophylactic use in patients with organic cardiac disease 
who require oral, intestinal, or rectal surgery, or any transurethral oper- 
ative procedure. Endocarditis complicating typhus and brucellosis has 
responded well to aureomycin therapy. 


ERICARDITIS —The importance of aureomycin in pericarditis has been 

demonstrated by its successful use after failure of other therapy—in acute 
nonspecific pericarditis, possibly of viral etiology; H. influenzae pericarditis; 
tularemic pericarditis; and actinomycotic pericarditis. 


HEUMATIC FEVER—Because aureomycin is an antibiotic with a wide 
range of effectiveness against the pathogenic strains of streptococci, its 


use has been recommended for the prevention of acute rheumatic fever and 
its cardiac complications. 


* 
Packaces: Capsules: 50 mg.—Vials of 25 and 100; 100 mg.—Vials of 25 and bottles of 100; 250 mg.—Vials of 


16 and bottles of 100. Ophthalmic Solution: Vials of 25 mg.; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 
amerscan Cyanamid company 


30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 


A bibliography of 39 selected references will be mailed on request. 
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THE AMERICAN ACADEMY 
OF 


GENERAL PRACTICE 
TAKES PLEASURE IN ANNOUNCING 


The Mead Johnson Award 


FOR POST-GRADUATE TRAINING 
IN GENERAL PRACTICE 


Five Equal Awards Of One Thousand Dollars Each 
Will Be Presented Annually To Five Medical Students 


To Help Them Pursue A Year Of Residency Training 


In General Practice 
Teecipionls will be chosen annually by the 
“ Mead Prackice Award Commitee 
Appointed from the eademy Membership by the Board of, Disectons of 
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VAGINAL ANTISEPTIC TABLETS 


CENASERT* combines antibacterial, fungicidal, 


and other agents for quick, long-lasting con- 
trol of infection and maintenance of the nor- 
mal vaginal environment. Dainty to handle 
and easily inserted high in the vaginal vault, 
CENASERT tablets are readily dissolved and A TABLET TREATMENT 

THAT WORKS IN... 
dispersed without leakage, staining, or odor 


...no risk of embarrassment in use. 


\ 

TRAL PHARMACAL COMPANY 

\ PRODUCTS BORN OF CONTINUOUS RESEARCH 
— SEYMOUR, INDIANA 


MONILIASIS... 


Each cenasert tablet contains: 
9-Aminoacridine Hydrochloride 2.0 mg. 


Phenylmercuric Acetate. . 3.0 mg. 
Methylbenzethonium Chloride 1.8 mg. 
Succinic Acid . . . . .12.5 mg. 
Chlorophyll. . . . . . 2.0 mg. 
Lactose. . . . . . . 0.75Gm. 


Buffered to pH 4.0 


SUPPLIED: Bottles of 100 tablets; 
available through your local pharmacy. 


Samples and literature available on request, 


*Trademark of The Central Pharmacal Co, 


MIXED INFECTIONS 
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Abbott Laboratories 193 | Numotizine, Inc 

23 | Parke, Davis & Co., Inc. 
American Felsol Co. Pfizer, Chas., & Co., Inc. . . .12, 176 
Ames Co., Inc. ict Reed & Carnrick 
Armour Laboratories . . Robins, A. H., Co., Inc. 
136, opposite 162 
Knox, Charles B., Gelatine Co., Inc. 174 | Schenley Laboratories, Inc. . 178-179 
Blakiston Co., The Lakeside Laboratories, Inc. ; SchermgCorp. ........ 1 
Burroughs Wellcome & Co. . . 3rd cover, 202 | Searle,G.D.,&Co. ...... 1 
Carnation Co Lederle Laboratories . . .opposite198 | Sharp & Dohme,Inc. . . . 168-169 
Central Pharmacal Co. . . . . . Lilly, Eli & Co. . 28) Smith, Kline & French 
Church & Dwight Co., Inc. . . . McNeil Laboratories, Inc. . . 142-143 Laboratories 
Ciba Pharmaceutical Products, Inc. M & RLaboratories ..... 10/SonotoneCorp. ..... . 
Maltbie Laboratories, Inc. . . . . 166) Squibb,E.R.,&Sons.. . 
Columbus PharmacalCo. . . . . Massengill, S. E.,Co. . . .4, 138, 172 | Stuart Co., The 
Desitin Chemical Co Mead Johnson & Co. . .199, 4th cover | University of Pennsylvania 
Eastman Kodak Co. Merck & Co., Inc Upjohn Co., The ...... 
Eaton Laboratories, Inc. .. . . Merrell, Wm. S., Co. Vanpelt & Brown, Inc. . .. . . 
Fellows Medical Mfg. Co. . . . . 2nd cover, opposite 154 | Warren-Teed Products Co., The . 
Fougera, E., & Co Mosby, The C. V.,Co. . . . . . 122 Wilson Laboratories 
Freeman Mfg.Co. ...... . National Dairy Council 191 | Winthrop-Stearns, Inc 
Geigy Co., Inc. j National Drug Co . . 128 | Wocher, Max, & Son Co... . . 
General Electric X-Ray Corp. . . | Nepera Chemical Co., Inc. . . . 183 | Wyeth, Inc 


New COMFORT 


You will approve the knit-in cup 
shape of this maternity garment that 
rovides comfortable support without 
Coding or harmful pressure. This 
cup-like shape is achieved by an 
exclusive Freeman development in the 
art of knitting. Especially if a patient 
regularly wears a girdle, she will enjoy 
the Freeman with its two-way stretch 
nylon lastex and petal soft interior. 
Cool, light and skillfully tailored, 
this is a garment you can prescr’ 
with the assurance that it will be worn. 
White or Pink. Small, Medium, 
Large and Extra Large. Ordered by 
waist and hip measurements. 
Write for catalog on Freeman girdles 
and surgical garments. We'll send the 


KNIT TO | CONFORM Ke name of your nearest Freeman dealer. 
BY FREEMAN MFG. CO. 


a. Index to Advertisers 
1ENTS 
"BOR YOUR PAT 
GIRDLES 
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Now 


no half-measures 
in lipotropic therapy 


There can be no half-measures when 
seeking the benefits of lipotropic therapy in diabetes, 
atherosclerosis, liver disorders arid disturbances 


of fat metabolism. Effective dosage and prolonged 
treatment are the prerequisites of optimal results. 


J 


more potent, more palatable 


provides the massive lipotropic therapy your 
patients will take for as long as necessary. It is 
the most potent in total active lipotropic substance. 
And it is the most palatable liquid lipotropic 
you can prescribe — yet it is sugar-free—a factor 
of outstanding importance in management of diabetics. 


LIPOLIQUID Lakeside Pleasant-tasting, cherry- 
flavored, aqueous vehicle. Contains no 
sugar, no alcohol. Each tablespoonful 
(15 cc.) contains: 

Choline* (equivalent to 9.15 Gm. of 
Choline Dihydrogen Citrate) 3.75 Gm. 
Vitamin B,, U.S.P.. . . . 4.20 mcg. 
For high potency lipotropic therapy Inositol . . . 75.00 mg. 
in capsule form prescribe LIPOCAPS *as tricholine citrate. 


Available in bottles of 16 ounces (473 cc.). 


A 
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ages we. 
INC. 


MILWAUKEE, WISCONSIN 
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lifetime therapy — 


NEOHYDRIN helps keep the cardiac patient in 
fluid and electrolyte balance for his lifetime 
— a lifetime that might be impossible with- 
out such control of water and salt metabolism. 


day in, day out diuresis — 

NEOHYDRIN daily, maintains a steady, unin- 
terrupted diuresis. This allows more liberal 
salt intake which benefits the patient psycho- 
logically. Even more important, liberalized 
salt intake permits the daily physiologic in- 
take and output of sodium required by the 
body and safeguards against salt depletion. 


prescribe NEOHYDRIN when indicated in 


congestive heart failure * recurring edema and ascites * cardiac asthma ® hypertensive heart disease 
dyspnea of cardiac origin @ arteriosclerotic heart disease * fluid retention masked by obesity ® and, 
for patients averse to their low-salt diet. 


STRADEMARK APPLIED FOR 


NEOHYDRIN 


THE DIURETIC TABLETS THAT WORK ® ® 


ership tr diuretic 


LIKE AN INJECTION 


how to use this new drug 


Maintenance of the edema-free state has been accom- 
plished with as little as one NEOHYDRIN Tablet a day. 
Often this dosage of NEOHYDRIN will obtain per week 
an effect comparable to a weekly injection of MERCU- 
HYDRIN.® When more intensive therapy is required one 
tablet or more three times daily may be prescribed as 
determined by the physician. 


Gradual attainment of the ultimate maintenance dosage 
is recommended to preclude gastrointestinal upset which 
may occur in occasional patients with immediate high 
dosage. Though sustained, the onset of NEOHYDRIN 
diuresis is gradual. Injections of MERCUHYDRIN will be 
initially necessary in acute severe decompensation. 


NEOHYDRIN is contraindicated in acute nephritis. 


Any patient receiving a diuretic should ingest daily a 
glass of orange juice or other supplementary source of 
potassium. 


packaging Bottles of 50 tablets. There are 18.3 mg. 
of 3-chloromercuri-2-methoxy-propylurea in each tablet. 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 


a 
. 
. 
H 


SO 


superior stability 


Superior stability . . . refrigeration 
unnecessary, permitting safe autoclaving with 
the formula and assuring the vitamin potency 
you prescribe . . . is but one of the exceptional 
qualities of Poly-Vi-Sol. 

Superior flavor that assures patient accept- 
ance...and superior dispersibility in formula, 
fruit juice or water. ..are among additional 
advantages provided by all three of Mead’s 
water-soluble vitamin preparations. 


ones 


Poly-Vi-Sol 


MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 


Each 0.6 cc. supplies 
® 


Each 0.6 cc. supplies 


CE-ViI-° 


Each 0.5 ec. supplies 


All vitamins are present in synthetic (hypoallergenic) form. 
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Vitamin A | Vitamin | Ascorbic Acid | Thiamine | Riboflavin | Niacinamide = 
5000 1000 50 mg. Img. | 0.8 mg. | 5 mg. 
Units Units 
5000 1000 | 50mg. ee 
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